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In May 1993, a group of 35 research scholars, state and federal officials, and 
representatives from law enforcement, social services, and health care systems 
met at the Wingspread Conference Center in Racine, Wisconsin. The purpose of 
this meeting was to examine whether it would be feasible to synthesize the body 
of research knowledge that had emerged in the past few decades regarding the 
development, implementation, and effectiveness of interventions designed to treat 
and prevent family violence. The participants agreed that efforts are needed to 
bridge the gap that now exists between research resources and policy needs in 
addressing the problem of family violence, and that one way to address this gap is 
to synthesize the rigorous evaluations of public-sector programs designed to treat 
or reduce incidents of child and spousal abuse and abuse of the elderly. They 
emphasized that, although no single strategy for prevention or treatment has yet 
proven to be effective in the research literature, the existing evaluations of rel- 
evant program interventions should be identified and analyzed to disseminate 
important lessons learned from past efforts to reduce family violence. 

In response to the guidance of the Wingspread meeting participants, the 
Board on Children, Youth, and Families of the Commission on Behavioral and 
Social Sciences and Education (CBASSE) of the National Research Council 
(NRC) and the Institute of Medicine (IOM) established a Committee on the 
Assessment of Family Violence Interventions in August 1994. Funding was 
provided by several agencies within the U.S. Department of Health and Human 
Services (DHHS) and the U.S. Department of Justice (DOJ). The sponsoring 
agencies within DHHS include the Centers for Disease Control and Prevention, 
the Administration for Children and Families, the Office of Maternal and Child 
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Health, the National Institute of Mental Health, and the Substance Abuse and 
Mental Health Services Administration. The National Institute of Justice was the 
DOJ sponsor. Funding was also provided by the Carnegie Corporation of New 
York. The Office of Health Promotion and Disease Prevention within DHHS 
served a valuable administrative role in coordinating the DHHS agency contribu- 
tions for this project. 

This study is the latest in a series of reports by the NRC that examine the 
emerging social science research base on violence and families. It builds on five 
earlier NRC publications related to this topic. 

Understanding and Preventing Violence — Volume 1 (National Academy 
Press, 1993). This report is a comprehensive review of America’s experience of 
violence, taking an interdisciplinary approach to examining the causes and conse- 
quences of interpersonal violence. The report includes a chapter on violence in 
families that describes the array of family violence interventions, research find- 
ings about police interventions and battered women’s shelters, and the difficulties 
of evaluating and comparing interventions in this area. 

Understanding and Preventing Violence — Volume 3: Social Influences (Na- 
tional Academy Press, 1994). This volume includes four background papers that 
review research on violent victimization; violence between spouses and inti- 
mates; gender and interpersonal violence; and the role of alcohol and psychoac- 
tive drugs in violent events. The paper on spousal and intimate violence by 
Jeffrey Fagan and Angela Browne examines the state of empirical and theoretical 
knowledge on violence between adult partners and presents a social epidemiol- 
ogy of intimate violence, characteristics of victims and assailants, and an assess- 
ment of risk markers for marital violence. 

Understanding Child Abuse and Neglect (National Academy Press, 1993). 
This report presents a research agenda for studies of child maltreatment. It 
reviews the state of research on different forms of child maltreatment, including 
physical and sexual abuse, emotional maltreatment, and neglect. The research 
agenda emphasizes the importance of studies that address the nature and scope of 
child maltreatment, its causes and consequences, the assessment of prevention 
and treatment interventions, and the need for a science policy to guide the devel- 
opment of research in this field. 

Violence and the American Family (National Academy Press, 1994). This 
workshop report presents a summary of the Wingspread meeting that called for 
the development of an in-depth analysis of the state of knowledge regarding 
family violence interventions. 

Understanding Violence Against Women (National Academy Press, 1996). 
The result of a study requested by Congress in the 1994 Omnibus Crime Preven- 
tion Act, this report presents an agenda for research on intimate partner violence 
and sexual assault. The study identifies gaps in the knowledge base in this area 
and recommends a strategy for building comprehensive and interdisciplinary 
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studies that can examine the causes and consequences, nature and scope, and 
prevention and intervention for violence against women. 

These NRC reports provide important insights into what is known about 
interventions in the field of family violence. But their assessment of rigorous 
evaluation studies of treatment and prevention programs is limited. In this study, 
our committee sought to extract knowledge from research concerning the evalu- 
ations of family violence interventions as well as insights reported in other as- 
sessments of selected interventions. The committee met six times over a 24- 
month period to identify major conceptual themes and to review the relevant 
knowledge base in formulating its conclusions and recommendations. This syn- 
thesis of research and program evaluation knowledge was augmented by expert 
opinion through two workshops, commissioned papers, consultant reports, and 
five site visits designed to draw on the experiences and insights of service provid- 
ers in the health, social service, and legal communities. The study also included 
a review of the methodological issues associated with research in areas character- 
ized by weak conceptual clarity and immature measurement (Institute of Medi- 
cine, 1994). 

The committee benefited from an inter-agency working group organized to 
help guide the early stages of development and the dissemination of this study 
and to share agency research resources. Program officers from the sponsoring 
agencies also participated in the committee workshops. We are grateful to each 
of these officials for their thoughtful contributions over the course of the study: 
Bernard Auchter and Christy Visher from the National Institute of Justice; Ashley 
Files, Matthew Guidry, and James Harrell from the Office of Health Promotion 
and Disease Prevention; Lynn Short from the Centers for Disease Control and 
Prevention; Frank Sullivan from the Substance Abuse and Mental Health Ser- 
vices Administration; Audrey Yowell from the Office of Maternal and Child 
Health; Malcolm Gordon from the National Institute of Mental Health; William 
Riley from the Administration for Children and Families; and Michael Levine 
from the Carnegie Corporation of New York. 

The committee’s study identification and data collection effort required an 
extensive staff effort; these studies appeared in dozens of journals and had not 
been previously assembled into a research database. Study director Rosemary 
Chalk and research assistants Katherine Darke and Seble Menkir, in consultation 
with committee member David Cordray, identified search strategies and citation 
indexes to gather the appropriate studies. The results of their effort are presented 
in Tables 3-1 and 3-2. Katherine Darke provided an important contribution in the 
preparation of the individual research review tables that are included in Chapters 
4 through 6. 

The committee held two workshops in Washington, D.C. to inform its delib- 
erations. The first workshop was designed to elicit expertise and perspective 
from service providers associated with treatment and prevention interventions in 
child maltreatment, domestic violence, and elder abuse. Background papers 
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prepared by the workshop participants were published in an interim report by the 
committee ( Service Provider Perspectives on Family Violence Interventions, 
1995). The participants observed that much of the information regarding family 
violence programs does not appear in the research literature, and that reforms in 
community-based interventions have not been studied in a systematic manner. 

The second workshop focused on evaluation methods and research designs 
associated with the assessment of family violence interventions. The participants 
included researchers who had studied selected interventions in health care, social 
services, and law enforcement settings. They reviewed specific methodological 
challenges and creative strategies that have been used in the selection and reten- 
tion of research subjects, the ethical and legal concerns associated with research 
in this field, and the quality of data that is associated with administrative records 
in public agencies. 

The site visits were coordinated by Katherine Darke, who contacted local 
organizations and developed comprehensive itineraries for committee members 
and staff in each of the five cities that served as the subjects of these meetings 
(Boston, Dallas, New York City, Miami, and Seattle). A detailed listing of these 
organizations is included in Appendix A. 

Several consultants provided background information that was very helpful 
to the committee’s work. Jodi Short and Joseph Youngblood contributed materi- 
als on the nature and scope of family violence and federal intervention programs 
(Chapter 2). Anne Flitcraft, Patti Culross, Patricia Mrazek, and Michelle Forcier 
prepared background materials on health care interventions for domestic violence 
(Chapter 6). Terry Fulmer and Georgia Anetzberger prepared a research review 
on elder abuse interventions that informed several chapters. The material in 
Chapter 3 that pertains to client referrals, screening, and baseline assessment 
benefited from a publication prepared by Georgine Pion and David Cordray 
(Cordray and Pion, 1993). Chapter 5 benefited from contributions by Diane 
Juliar and Juliana Blome and a research paper on legal interventions for family 
violence developed by Alissa Pollitz Worden. The committee is grateful to all 
these contributors. 

The committee also benefited from the tremendous support of the staff of the 
Board on Children, Youth, and Families and the Institute of Medicine: Cynthia 
Abel, Nancy Crowell, Katherine Darke, Seble Menkir, Faith Mitchell, Deborah 
Phillips, and Michael Stoto contributed careful readings, draft chapters, and lit- 
erature searches that identified relevant materials throughout the development of 
the project. Lauren R. Meader, Julie Walko, and Susan M. Fourt of the National 
Research Council Library provided invaluable assistance in identifying and col- 
lecting research materials. Special thanks are due to senior project assistants 
Niani Sutardjo and Cindy Prince who provided administrative support during the 
study, including the organization of meetings, workshops, and the preparation of 
several drafts of the report. Project assistants Karen Autrey and Roger Butts 
helped to prepare the final draft for publication. Communications director Anne 
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Bridgman was particularly helpful in the final stages of preparing the report and 
planning its dissemination. We also thank our editors Rona Briere and Christine 
McShane, whose efforts contributed significantly to the organization and presen- 
tation of the panel’s views. Most of all, thanks and acknowledgment of extraor- 
dinary effort are due to the members of the committee and our study director 
Rosemary Chalk. 
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Executive Summary 



In the past three decades, family violence — which includes child maltreat- 
ment, domestic violence, and elder abuse — has emerged as a major social, health, 
and law enforcement issue. In addition to child and adult homicides, family 
violence contributes to a broad array of fatal and nonfatal injuries and medical 
and psychiatric disorders each year. In addition, family violence has been asso- 
ciated with numerous social problems, including teenage pregnancy, runaway 
and homeless youth, alcoholism and substance abuse, and crime and delinquency. 
The association of family violence victimization with such an extensive range of 
health, mental health, and behavioral dysfunctions suggests that interventions 
that can lead to the reduction or prevention of family violence would contribute 
to the resolution of these other problems as well. 

The rate of family violence victimization in the U.S. population is widely 
regarded as a serious problem that affects large numbers of children and adults, 
but there are currently no generally agreed-on national statistics that measure the 
experience with family violence across the life span. Varying estimates of the 
scope of the different forms of family violence exist that draw on self-report 
surveys, crime reports, and child protective services records. Recent government 
surveys indicate that almost 3 million children in the United States are annually 
reported to child protective services agencies as alleged victims of maltreatment 
(including neglect, physical abuse, sexual abuse, and emotional maltreatment), 
and at least one-third of these cases are confirmed. National crime victimization 
surveys indicate that the rate of reported violent attacks by family members was 
9.3 per 1,000 in 1992-1993. Other self-report surveys have indicated annual rates 
of domestic violence that range from 12 per 1,000 (for acts of marital rape) to 1 16 
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per 1,000 (for any act of violence). There are no self-report surveys of elder 
abuse, and the surveys of elder abuse reporting and recognition are incomplete. 

The U.S. General Accounting Office has estimated that treatment services 
for child maltreatment alone (such as child protective services, child mental 
health services, and court expenses) cost in the range of $500 million annually. 
Preliminary estimates of the costs of direct services and enforcement efforts 
aimed at family violence in Canada range between $1.5 and $4.2 billion. These 
estimates are generally regarded as conservative, since family violence may be a 
hidden but contributing factor to injuries, disorders, and crimes for which ser- 
vices or enforcement efforts are provided. 

The urgency and magnitude of the problem of family violence have caused 
policy makers, service providers, and advocates to take action in the absence of 
scientific knowledge that could inform policy and practice. The rush to do 
something has resulted in a broad array of community agency services, law 
enforcement approaches, and health care practices — a wealth of program experi- 
mentation that is extensive but uncoordinated. Most interventions have their 
origins in local and national advocacy efforts, and as such they have remained 
largely undocumented and unanalyzed in the research literature. Programs are 
often put into place without collecting baseline information about existing ser- 
vices or client characteristics, testing preliminary designs, or specifying — let 
alone measuring — the outcomes that the interventions are expected to achieve. 

Existing interventions include child and adult protective services, battered 
women’ s shelters, special police and prosecution units focused on child maltreat- 
ment and domestic violence, victim advocates in health and law enforcement 
agencies, fatality review teams, guidelines and treatment protocols for health care 
providers, family support services (including home visitation and intensive fam- 
ily preservation services), and child advocacy centers. They can be arrayed 
conceptually along a continuum of strategies that include prevention, identifica- 
tion, protection, treatment, enforcement, punishment, and deterrence. Many ser- 
vices have been put into place with limited resources. The extent to which inter- 
ventions have been implemented as designed is seldom documented, and often 
they are not fully implemented because of budget shortages in local agencies. 

For the research community, service providers, program sponsors, and 
policymakers, the challenge is to determine if and where the research evidence is 
sufficient to guide a critical examination of selected components of family vio- 
lence interventions. This examination is complicated by the fragmentation and 
uneven distribution of the research and program literature. Service providers and 
researchers who focus on one type of family violence or one institutional setting 
(social services, law enforcement, or health care) are often unfamiliar with key 
interventions and research evaluations in other areas. Yet there are multiple 
interventions focused directly or indirectly on family violence alongside each 
other in most communities, raising important but unexamined questions about 
interactive and synergistic effects. 
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Services are separated by the institutional settings and community jurisdic- 
tions in which they are located. Family violence interventions may focus on 
victims, offenders, service providers, witnesses, families, or communities. Inter- 
ventions are generally specific to a certain type of maltreatment. Although many 
different agencies play important roles in seeking to prevent, identify, treat, or 
punish family violence, their efforts are largely uncoordinated. As a result, they 
lack shared strategies and common frameworks that could guide efforts to iden- 
tify common goals, create common measures of service performance, pool re- 
sources when appropriate, and guide the implementation and development of 
selected interventions. 

THE ROLE OF SCIENCE IN THE 
ASSESSMENT OF INTERVENTIONS 

In reviewing the research literature on evaluations of family violence inter- 
ventions, the Committee on the Assessment of Family Violence Interventions 
identified 114 evaluation studies conducted in the period 1980-1996 that have 
sufficient scientific strength to provide inferences about the effects of specific 
interventions in the area of child maltreatment, domestic violence, and elder 
abuse. Because the committee was charged with focusing on questions about the 
effectiveness of interventions (rather than, for example, questions about the se- 
verity of the problem of family violence or the process of implementing interven- 
tions), we identified a core group of studies for review that included a control or 
comparison group (rather than simply conducting pre- and postintervention stud- 
ies on the clients of a specific treatment or prevention program). Hundreds of 
other descriptive research studies or process evaluations have been published that 
provide other insights into the characteristics of an intervention and its clientele, 
but they do not have sufficient rigor to examine the impact or the relative effec- 
tiveness of the intervention compared with other treatment or prevention efforts. 

In most cases, the set of 1 14 studies that forms the evidentiary base for this 
report also used reliable research instrumentation to measure the impact of the 
intervention itself on child or adult cognitive skills, attitudes, behavior, and physi- 
cal and mental health as well as the impact on rates of family violence reports. 
However, it is important to note that comparison groups can be severely distorted 
by selection bias, differential attrition, and failure to consider critical unmeasured 
differences among groups — factors that have plagued the literature in the family 
violence area. In addition, the number of participants in these individual evalua- 
tion studies is often very small, which reduces their strength in examining the 
overall effectiveness of the intervention in addressing family violence. What can 
be said about the relative effectiveness of specific innovative interventions is also 
limited by the absence of reliable research information about the nature, quality, 
and impact of existing community services. 

A critical review of this core group of studies illuminates both the quality of 
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TABLE S-l Total Number of Quasi-Experimental 
Evaluations of Family Violence Interventions by Service 
Sector, 1980-1996 



Service 

Sector 


Type of Family Violence 




Child 

Maltreatment 


Domestic 

Violence 


Elder 

Abuse 


Social service 


50 


7 


2 


Legal 


4 


19 


0 


Health care 


24 


8 


0 



SOURCE: Committee on the Assessment of Family Violence Interventions, 
National Research Council and Institute of Medicine, 1998. 



the family violence evaluation research and the developmental history of this 
field. Almost half of the studies identified (50 of 1 14 studies) involve evaluations 
of social service interventions for child maltreatment (see Table S-l). The major- 
ity of evaluations of domestic violence interventions (19 of 34 studies) focus on 
law enforcement strategies. Rigorous evaluations for elder abuse interventions in 
any institutional setting are almost nonexistent. Evaluations of any type of fam- 
ily violence intervention in health care settings (with the exception of home 
visitation programs) are comparatively rare. 

In some areas, nevertheless, the body of research is sufficient to inform 
policy choices, program development, evaluation research, data collection, and 
theory building; the committee’s conclusions and policy recommendations about 
these interventions are highlighted below. In other areas, although the research 
base is not yet mature enough to guide policy and program development, in the 
committee’s judgment some interventions are ready for rigorous evaluation stud- 
ies. For this second tier of interventions, the committee makes recommendations 
for future evaluation studies, also presented below. The committee has also 
identified a set of four topics for basic research that reflect current insights into 
the nature of family violence and trends in family violence interventions. 

CONCLUSIONS 

The committee’s conclusions are derived from our analysis of the research 
literature as well as discussions with service providers: 

• Findings from small-scale studies are often adopted into policy and pro- 
fessional practice without sufficient independent replication or reflection on their 
possible shortcomings; 

® Identification and treatment interventions predominate over preventive 
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strategies in all areas of family violence, reflecting a current emphasis on after- 
the-fact interventions rather than proactive approaches in the design of interven- 
tions; 

• Interventions exist in an uncoordinated system of services whose effects 
interact on the problem of family violence in a way that presents a major chal- 
lenge to their evaluation; 

• Secondary prevention efforts have emerged in some areas (such as home 
visitation services and child witness to violence interventions) that show some 
promise of impact on the problem of family violence by concentrating services 
on targeted populations at risk; 

• An increasing emphasis on the need for integration of services is stimulat- 
ing interest in comprehensive and cross-problem approaches that can address 
family violence in the context of other problem behaviors; and 

• The duration and intensity of the mental health and social support services 
needed to influence behaviors that result from or contribute to family violence 
may be greater than initially estimated. 

RECOMMENDATIONS FOR CURRENT 
POLICIES AND PRACTICES 

It is premature to offer policy recommendations for most family violence 
interventions in the absence of a research base that consists of well-designed 
evaluations. However, the committee has identified two areas (home visitation 
and intensive family preservation services) in which a rigorous set of studies 
offers important guidance to policy makers and service providers. In four other 
areas — reporting practices, batterer treatment programs, record keeping, and col- 
laborative law enforcement strategies — the committee has drawn on its judgment 
and deliberations to encourage policy makers and service providers to take ac- 
tions that are consistent with the state of the current research base. 

Recommendation 1: The committee recommends that states initiate 
evaluations of their current reporting laws addressing family violence to 
examine whether and how early case detection leads to improved outcomes 
for the victims or families and promote changes based on sound research. In 
particular, the committee recommends that states refrain from enacting 
mandatory reporting laws for domestic violence until such systems have 
been tested and evaluated by research. 

In reviewing the research base associated with the relationship between re- 
porting systems and the treatment and prevention of family violence, we ob- 
served that no existing evaluation studies can demonstrate the value of mandatory 
reporting systems compared with voluntary reporting procedures in addressing 
child maltreatment or domestic violence. For elder abuse, studies suggest that a 
high level of public and professional awareness and the availability of compre- 
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hensive services to identify, treat, and prevent violence are preferable to reporting 
requirements in improving rates of case detection. 

The absence of a research base to support mandatory reporting systems 
raises questions as to whether they should be recommended for all areas of family 
violence. The committee therefore suggests that it is important for the states to 
proceed cautiously at this time and to delay adopting a mandatory reporting 
system in the area of domestic violence until the positive and negative impacts of 
such a system have been rigorously examined in states in which domestic vio- 
lence reports are now required by law. In the committee’s view, mandatory 
reporting systems have some disadvantages in cases involving domestic violence, 
especially if the victim objects to such reports, if comprehensive community 
protections and services are not available, and if the victim is able to gain access 
to therapeutic treatment or support services in the absence of a reporting system. 

Recommendation 2: In the absence of research that demonstrates that a 
specific model of treatment can reduce violent behavior for many domestic 
violence offenders, courts need to put in place early warning systems to 
detect failure to comply with or complete treatment and signs of new abuse 
or retaliation against victims, as well as to address unintended or inadvert- 
ent results that may arise from the referral to or experience with treatment. 

Court mandates for treatment are becoming increasingly widespread in the 
area of domestic violence, but the effectiveness of batterer treatment has not been 
examined in rigorous scientific studies. The research base does not yet suggest a 
specific treatment model that is appropriate for most batterers. Batterer treatment 
programs may be helpful for some offenders but require stronger mechanisms to 
enforce referrals, to establish penalties for failure to comply with program re- 
quirements, to identify and develop program components that can address the 
needs of different types of batterers, and to consider the unintended or inadvertent 
results that may be a consequence of the treatment program, such as the possible 
desensitizing effects of an offender’s recognition that other individuals are 
batterers or exposure to experiences with diverse forms of violent or coercive 
behavior. 

Recommendation 3: The committee recommends that health care and 
social service providers develop safeguards to strengthen their documenta- 
tion of abuse and histories of family violence in both individual and group 
records, regardless of whether the abuse is reported to authorities. 

Such documentation should be designed to record voluntary disclosures by 
both victims and offenders and to enhance early and coordinated interventions 
that can provide a therapeutic response to experiences with abuse or neglect. 
Safeguards are required, however, to ensure that such documentation does not 
lead to victim stigmatization, encourage discriminatory practices, or violate as- 
surances of privacy and confidentiality. 
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Recommendation 4: Collaborative strategies among caseworkers, po- 
lice, prosecutors, and judges are recommended as law enforcement interven- 
tions that have the potential to improve the batterer’s compliance with treat- 
ment as well as the certainty of the use of sanctions in addressing domestic 
violence. 

In the committee’s view, collaborative law enforcement strategies that create 
a web of social control for offenders are worth testing to determine if such efforts 
can achieve a significant deterrent effect in addressing domestic violence. Col- 
laborative strategies include such efforts as victim support and offender tracking 
systems that are designed to increase the likelihood that domestic violence cases 
will be prosecuted when an arrest has been made, that sanctions and treatment 
services will be imposed when evidence exists to confirm the charges brought 
against the offender, and that penalties will be invoked for failure to comply with 
treatment conditions. Creating the deterrent effect, however, requires extensive 
coordination and reciprocity among diverse sectors of the law enforcement and 
social services community that may be difficult to implement and evaluate. 

Early efforts to control domestic violence through deterrence relied on single 
strategies (such as the use of arrest) that have now been studied. Although the 
arrest studies provide empirical support for the use of deterrence in dealing with 
specific groups of batterers, the differing effects of arrest for employed/unem- 
ployed and married/unmarried individuals call into question the reliance of law 
enforcement officers on arrest as the sole or central component of their response 
to domestic violence incidents in communities where domestic violence cases are 
not routinely prosecuted, where sanctions are not imposed by the courts, or where 
victim support programs are not readily available. What remains to be deter- 
mined is whether collaborative approaches have the ability to establish deter- 
rence for larger numbers or different types of batterers and how the costs and 
benefits of increased agency coordination compare with those that could be 
achieved by a single law enforcement strategy (such as arrest) in dealing with 
different populations of offenders and victims. 

Recommendation 5: As part of a comprehensive prevention strategy for 
child maltreatment, the committee recommends that home visitation pro- 
grams should be particularly encouraged for first-time parents living in 
social settings with high rates of child maltreatment reports. 

Evaluation studies are needed to determine the factors that may influence the 
effectiveness of home visitation programs, including (1) the conditions under 
which home visitation services are provided as part of a continuum of family 
support programs, (2) the types of parenting behaviors that are most and least 
amenable to change as a result of home visitation, (3) the duration and intensity 
of services (including amounts and types of training for home visitors) that are 
necessary to achieve positive outcomes for high-risk families, (4) the experience 
of fathers in general and of families in diverse ethnic communities in particular 
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with home visitation interventions, and (5) the need for follow-up services once 
the period of home visitation has ended. 

Recommendation 6: Intensive family preservation services represent 
an important part of the continuum of family support services, but they 
should not be required in every situation in which a child is recommended 
for out-of-home placement. 

Research findings suggest that intensive family preservation services do not 
show an ability to resolve underlying family dysfunction or to improve child 
well-being or family functioning in most families. However, methodological 
shortcomings in these studies suggest that measures of child health, safety, and 
well-being often are not included in evaluations of intensive family preservation 
services, so it is difficult to determine their impact on children’s outcomes as well 
as placement rates and levels of family functioning. It is particularly important to 
include evidence of recurrence of abuse of the child or other family members. 
Intensive family preservation services may provide important benefits to the 
child, family, and community in the form of emergency assistance, improved 
family functioning, better housing and environmental conditions, and increased 
collaboration among discrete service systems. These services may also result in 
child endangerment, however, when a child remains in family environments that 
threaten the health or physical safety of the child or other family members. 

RESEARCH RECOMMENDATIONS 

Determining which interventions should be selected for rigorous and in- 
depth evaluations in the future will acquire increased importance as the array of 
family violence interventions expands in social services, law, and health care 
settings. For this reason, clear criteria and guiding principles are necessary to 
guide sponsoring agencies in their efforts to determine which types of interven- 
tions are suitable for evaluation research. Recognizing that all promising inter- 
ventions cannot be evaluated, public and private agencies need to consider how to 
invest research resources in areas that show programmatic potential as well as an 
adequate research foundation. To assist in this evaluation selection process, the 
committee developed the following guiding principles: 

1 . An intervention should be mature enough to warrant evaluation. 

2. An intervention should be different enough from existing services that its 
critical components can be evaluated. 

3. Service providers should be willing to collaborate with the researchers 
and appropriate data should be accessible in the service records. 

4. Satisfactory measures should exist to assess service processes and client 
outcomes. 
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5. Adequate time and resources should be available to conduct a quality 
assessment. 

With these principles in mind, the committee has identified a set of interven- 
tions that are the focus of current policy attention and service innovation efforts 
but have not received significant attention from research. In the committee’s 
judgment, each of these nine interventions has reached a level of maturation and 
preliminary description in the research literature to justify their selection as strong 
candidates for future evaluation studies: (1) family violence training for health 
and social service providers and law enforcement officials; (2) universal screen- 
ing for family violence victims in health care and child welfare settings; (3) 
comprehensive community initiatives; (4) shelter programs and other domestic 
violence services; (5) protective orders; (6) child fatality review panels; (7) men- 
tal health and counselling services for child maltreatment and domestic violence; 
(8) child witness to violence prevention and treatment programs; and (9) elder 
abuse services. 

The committee identified four research topics that require further develop- 
ment to inform policy and practice. These topics raise fundamental questions 
about the approaches that should be used in designing treatment, prevention, and 
deterrence strategies: 

8 Cross-problem research (such as the relationship between substance abuse 
and family violence); 

• Studies of family dynamics and processes that interact with family vio- 
lence; 

• Cost analysis and service system studies that describe the existing set and 
distribution of services focused on different forms of family violence; 

8 Social setting issues that warrant study because of their implications for 
the design of treatment, support, prevention, and deterrence strategies. 

CHALLENGES TO EFFECTIVE EVALUATIONS 

In recommending this research agenda, the committee recognizes that such 
research is complicated by a number of factors. Service providers and research- 
ers are realizing that family violence is an interactive, dynamic, and complex 
problem that requires approaches across multiple levels of analysis (individual, 
family, community) and multiple service systems. The presence or absence of 
policies and programs in one domain may directly affect the implementation and 
outcomes of service strategies in another. Services also interact with the charac- 
teristics of the client: some people need more support or stronger sanctions, 
depending on their histories and life circumstances; others need only a limited 
amount of assistance, treatment, or sanction to improve. 
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The lack of collaboration between researchers and service providers has 
impeded the development of appropriate measures and study designs in assessing 
the effectiveness of programs. It has also discouraged research on the design and 
implementation of service interventions and the multiple pathways to services 
that address the causes and consequences of family violence. 

To improve evaluations of family violence interventions and to provide a 
research base that can inform policy and practice, major challenges must be 
addressed. These challenges include issues of study design and methodology, as 
well as logistical concerns, that must be resolved in order to conduct rigorous 
research in open service systems in which many factors are not under the control 
of the research investigator. Meeting these challenges will require collaborative 
partnerships among researchers, service providers, and policy makers to generate 
approaches and data sources that are useful to all. The establishment and docu- 
mentation of a series of consensus conferences on relevant outcomes, and appro- 
priate measurement tools, will strengthen and enhance evaluations of family 
violence interventions and lead to improvements in the design of programs, inter- 
ventions, and strategies. 

The development of the next generation of evaluation studies will benefit 
from the building blocks of knowledge that have been put into place over the past 
15 years. This research base, and the convergence of the field around such issues 
as the recognition of the interactive nature of the service system in different 
institutional settings, the existence of multiple subgroups of offenders, the need 
for research experimentation to guide treatment and prevention efforts, and the 
use of multiple measures of program outcomes suggest that a richer and deeper 
understanding of family violence interventions lies within reach in the decade 
ahead. 
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The need for evidence of the effectiveness of family violence interventions 
arises every day in a variety of settings: in courtroom deliberations, in which 
judges must decide appropriate punishment and treatment for offenders; in child 
protection investigations, in which caseworkers must consider what services to 
recommend for their clients; and in clinical settings, in which health profession- 
als are expected to develop an appropriate response in examining suspicious 
injuries of adult and child patients. Indicators of program effectiveness are the 
focus of attention when program and service budgets are under review, in public 
hearings in which victims and advocates seek legislation to strengthen existing 
services or to develop new ones, and in media reports that compare the merits of 
customary practice with innovative approaches to addressing child maltreatment, 
domestic violence, and elder abuse. 

Scientific research has not been able to provide clear guidance in determin- 
ing the comparative effectiveness of specific efforts. Much of the literature 
simply describes individual programs rather than rigorously evaluating their out- 
comes. And most evaluations of family violence interventions simply describe 
the intervention that was provided (without providing much detail about the 
implementation process), estimate the number of clients served over selected 
time periods, review the types and costs of the services provided, or examine 
specific skills or knowledge obtained as the result of a training program. These 
types of studies are commonly referred to as process evaluations, because they 
focus on the processes of the intervention rather than its results. 

An emphasis on theory and outcomes has been missing in evaluations of 
family violence interventions: What behaviors was the intervention seeking to 
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influence, and how do they relate to the overall problem of child maltreatment, 
domestic violence, or elder abuse? Did the child, adult, or family actually im- 
prove as a result of the program and, if so, how was this measured? Did the 
community experience a lower rate of family violence following the interven- 
tion? Did changes in skills or knowledge result in modifications in behavior 
among offenders or lead to new services in communities that reduced the vio- 
lence and provided more safety or improved health? And are the results of a 
single program or comprehensive community intervention transferable to a larger 
and more diverse population of clients and multiple communities? 

Both public and private agencies now seek to move beyond anecdotal reports 
in a search for data that can guide policy and program decisions. Yet service 
providers, public officials, clients, and researchers themselves are frustrated by 
the difficulties of measuring and assessing the impacts of treatment and preven- 
tion programs. The enormous complexity of the phenomena, the comparatively 
short history with service interventions, the shifting legal and social doctrines 
that shape public policy, the interactive nature of the problems and the services 
themselves, and the demographic transformations affecting American families 
and communities present tremendous challenges to the use of science in this field. 
The urgency and magnitude of these problems and the scale of resources that our 
society invests in treatment and prevention efforts demand better results. 

SCOPE OF THE PROBLEM 

Family violence victimization in the general population is widely regarded 
as a serious problem that affects large numbers of children and adults across the 
life span. Estimates of the scope of the problem vary according to the source of 
the information that provides the basis of the estimate and the definitions used in 
describing the nature of the problem. But although the exact dimensions of child 
maltreatment, domestic violence, and elder abuse are frequently disputed, conser- 
vative estimates suggest that these problems affect millions of children, women, 
and men in the United States. In 1996, a government survey (NIS-3) reported 
that 2.8 million cases of child maltreatment were known to local child protection 
agencies or community sources (including teachers, health care professionals, 
and other service providers) in 1993, when the data were collected (National 
Center on Child Abuse and Neglect, 1996b). This estimate indicates a rate of 
41.9 children per 1,000, or 1 in 24 in the U.S. child population (National Center 
on Child Abuse and Neglect, 1 996b:3- 1 7). 

No government survey has yet been published that estimates the national 
incidence of domestic violence in the United States. The National Crime Victim- 
ization Survey, which collects data about incidents reported as crimes, has re- 
ported that the annual rate of physical attacks by family members for women was 
9.3 per 1,000 in 1992-1993 (Bachman and Saltzman, 1995). Population-based 
surveys suggest that the rate of adult violence involving family members may be 
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much higher — the National Family Violence Surveys (Straus and Gelles, 1990), 
for example, have reported an annual rate of 1 16 per 1,000 women for a violent 
act by an intimate partner and 34 per 1,000 for “severe violence” by an intimate 
partner. 

The rate of child deaths attributed to abuse and neglect remained relatively 
stable (around 2,000 per year) from 1979 through 1988 (McClain et al., 1993). 
Of the 4,869 female homicide victims reported in 1993, 31 percent (1,531) were 
killed by intimate partners (husbands, ex-husbands, or boyfriends) (Federal Bu- 
reau of Investigation, 1993). No reliable statistics are kept for rates of elder abuse 
or deaths attributed to the maltreatment of older persons. There are no self-report 
surveys of elder abuse, and the surveys of elder abuse reporting and recognition 
are incomplete. 



FRAGMENTATION OF THE FIELD 

The study of family violence consists of many separate areas of research 
focused on the study of child maltreatment, domestic violence, and elder abuse 
(Ohlin and Tonry, 1989). Each area has its own terminology, theories, experts, 
funding sources, data collection efforts, research instruments, and scholarly jour- 
nals. Those who study domestic violence have rarely communicated with, or 
even read the works of, those who study child abuse. This specialization and 
fragmentation, combined with a lack of methodological rigor, have contributed to 
a research literature that has been characterized as “extensive but not definitive” 
(Ohlin and Tonry, 1989:5). 

The absence of unifying theories, common measures, and datasets has dis- 
couraged efforts to draw inferences between studies of family violence and stud- 
ies of other forms of criminal and violent behavior. Little is known, for example, 
about the pathways or nature of the relationship between childhood experiences 
with violence in the home and juvenile delinquency or adult criminal behavior, 
even though research has suggested that children who experience maltreatment 
have an increased risk both of arrest as a juvenile or adult and of committing a 
violent crime (Widom, 1992). Similarly, much uncertainty exists about the ex- 
tent to which men who batter their intimate partners engage in other forms of 
violent or criminal behavior. The organization of research in this field, within 
both academic centers and federal research bureaucracies, often isolates different 
forms of family violence research and discourages efforts to integrate research on 
violence within the family and research on violence within the community. 

The fragmentation that characterizes the research field also exists in the 
service delivery system. As a result of history and social forces, the law enforce- 
ment, social services, and health care efforts that are focused on different aspects 
of family violence must address diverse policy objectives. These goals include 
the punishment and rehabilitation of offenders, the protection of victims and 
communities, the reduction of unnecessary costs, a respect for due process and 



14 



VIOLENCE IN FAMIUES 



fairness (often difficult to achieve when conflicting testimony exists or physical 
evidence is not available), concern for the rights and developmental needs of 
children and vulnerable adults, the mitigation of the adverse effects of experi- 
ences with violence, and the prevention of new incidents of violence in the home. 
Such services are subject to enormous social and political influences in the wake 
of sensational cases. The result is a patchwork of separate efforts that operate in 
a semiautonomous manner, although the presence or absence of one component 
may have direct implications for another. The basic dimensions of this loosely 
coupled system of treatment, prevention, and control interventions have remained 
ambiguous and unexamined in the research literature, and little is known about 
their basic character, operation, or impact. 

Treatment and prevention programs are fragmented by the focus of the inter- 
ventions: some efforts are designed to respond to the needs of the victims; others 
deal exclusively with the offenders. Some programs focus on children, others on 
adults. Some programs seek to serve individuals; others emphasize the impor- 
tance of serving their clients in the context of their relationships as parent, child, 
intimate partners, or members of a family unit. 

Service providers and researchers are realizing that family violence is an 
interactive and dynamic problem that requires approaches across multiple levels 
of analysis and multiple service systems (National Research Council, 1993b, 
1996). This realization has profound consequences for the development of the 
next generation of treatment and prevention programs as well as the design of 
studies of their effectiveness. The emergence of a public health response and 
comprehensive community initiatives focused on family violence has stimulated 
interest in examining collaborative approaches to multiple problems within a 
family. These multiple problems may exist entirely within the context of family 
violence (such as the impact of witnessing spousal violence on the developmental 
outcomes of children) or they may co-exist within a family with a broad range of 
behaviors (such as poverty, family violence, and alcoholism or substance abuse). 
Artificial barriers between separate programs and institutional services still re- 
main, but in some regions they are yielding to more integrated and inclusive 
approaches that focus on the need to support individuals, families, and communi- 
ties as they seek to reduce the incidence of violent behavior in families. Evalua- 
tion of these comprehensive community efforts is in its infancy, challenged by 
the complexities noted below as well as the difficulties of evaluating programs 
that are not yet fully developed. 

CHALLENGES TO EFFECTIVE EVALUATIONS 

The evaluation research literature has provided limited guidance in the de- 
sign of treatment and prevention interventions for family violence. Significant 
methodological and logistical problems include difficulties in constructing and 
gaining access to appropriate sample sizes, limited availability of comparison and 
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control groups, weak research measures and survey instruments, short time inter- 
vals for follow-up studies, and high attrition rates in both the interventions them- 
selves and the evaluation studies. Some interventions that are in widespread 
practice have never been evaluated (such as the use of mandatory reporting 
procedures for child maltreatment cases), whereas extensive attention has fo- 
cused on a few interventions in specialized settings (such as arrest policies for 
domestic violence, the use of home visitation services as a preventive interven- 
tion for child maltreatment, and intensive family preservation services that seek 
to provide family support services in crisis-oriented setting). 

This imbalance between the need for knowledge in areas that are hard to 
measure and the availability of knowledge in discrete areas of policy and practice 
creates two major quandaries that this report seeks to address: (1) how to review 
the implications of current research findings in a form that can be useful for 
researchers, service providers, and policy makers in various institutional settings 
who are concerned with discrete and multiple aspects of family violence, (2) how 
to determine which interventions should be strong candidates for the next genera- 
tion of evaluation studies. The problem of selecting interventions for evaluation 
will acquire increased significance as larger numbers of agencies in social ser- 
vices, law enforcement, and health care seek to address the complex dimensions 
of the problem of family violence within the loosely coupled but interactive 
system of services that has emerged at the national and local level. 

In addition to the generic challenges to effective evaluations, studies in this 
specific area are complicated by a number of factors: 

• Most family violence interventions have resulted from advocacy efforts in 
communities that focus on the specific needs of children, women, and the elderly. 
Many evaluations focus on a single program rather than an overall intervention or 
service strategy. 

• Many interventions are not fully implemented, and the status of their 
implementation is often missing in evaluation reports. 

• The urgent emphasis on meeting the needs of victims and taking action 
against offenders has caused services to be developed in the absence of a knowl- 
edge base about the causes and consequences of family violence. As a result, the 
theoretical frameworks that guide specific interventions are often not explicit and 
may vary among individual programs. In addition, limited attention has been 
paid, in either the research literature or the design of interventions, to the impact 
of unsubstantiated reports of family violence on the affected parties. 

« Measures of the nature and scope of family violence often come from court 
or administrative records rather than health records or the observation of families 
and couples themselves. Administrative records often include biases that distort 
the ability of researchers to identify key trends or risk and protective factors that 
may influence patterns of aggression and the outcomes of interventions. 

• When evaluations are closely coupled with program development, the 
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research base may not have an opportunity or sufficient resources to develop an 
array of studies that can build on the strengths of qualitative and quantitative 
research. The programmatic emphasis on examining the results of an interven- 
tion within a short time period can inhibit efforts to learn more about the basic 
nature of the services that were provided and the characteristics of clients who did 
or did not respond to them. 

• Researchers are often prevented by resource constraints as well as the 
nature of service systems from designing experimental studies that make use of 
an appropriate control group in comparing the relative effects of a selected pro- 
gram. Controlled studies are especially difficult to develop when services are 
limited by budgetary restrictions, access to services is determined by multiple 
agencies within a community, and service providers are not accustomed to work- 
ing with researchers. Controlled studies are also not feasible in circumstances in 
which random assignments cannot be made for ethical or legal reasons, such as 
felony violence. 

• Even when it is possible to conduct rigorous evaluations, program advo- 
cates have sometimes resisted scientific study because of concerns that the re- 
search will interfere with the basic service mission of the program, that the 
researchers do not have the capacity to measure significant interactions, or that 
negative findings may weaken support for existing services. Researchers, as 
well, have sometimes displayed a lack of appreciation for the complexities of 
dealing with the problems of family violence and underserved populations, fo- 
cusing on factors that are relatively easy to measure, such as attendance rates or 
length of service, rather than addressing more difficult issues, such as the capac- 
ity to change one’s own or another’s behavior or consideration of the presence of 
multiple stressors and interactive processes that may be significant in examining 
the impact of policy and programs. 

• The lack of opportunities for collaboration between researchers and ser- 
vice providers has impeded the development of appropriate measures and study 
designs in assessing the impact of programs. It has also discouraged research on 
the design and implementation of service interventions and the multiple path- 
ways to services that address the causes and consequences of family violence. 

These complications have hindered the development of a useful body of 
scientific knowledge about the impact of family violence interventions. In the 
absence of such knowledge, program decisions are influenced by anecdotal re- 
ports, marketing or lobbying efforts, and the fiscal realities of budgetary politics. 
Proponents of law enforcement programs may argue that stiffer penalties and 
mandatory sentences for offenders are effective in reducing the incidence of 
domestic violence and child maltreatment, but such claims lack empirical evi- 
dence. Similarly, advocates for women and children may argue that public funds 
should be spent on social service and public health programs designed to meet the 
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needs of victims of abuse and neglect, but such claims lack valid indicators of 
effectiveness. 



CHARGE TO THE COMMITTEE 

The Committee on the Assessment of Family Violence Interventions was 
convened by the National Research Council to undertake five primary tasks: 

1. Document the impact of family violence on public- and private-sector 
services in the United States, especially in the area of spousal abuse. This 
analysis should include an assessment of what is known about the scope and cost 
of service interventions, the adequacy and validity of current reporting and detec- 
tion data that are used to estimate the incidence and prevalence of selected types 
of family violence, and areas of bias in the current reporting system that may 
exaggerate or underestimate estimates of service intervention costs. 

2. Synthesize the relevant research literature and develop a conceptual frame- 
work for clarifying what is known about relationships among the risk and protec- 
tive factors associated with family violence. This framework should make dis- 
tinctions between areas in which evidence of harm is clear in the interaction of 
certain risk and protective factors and areas in which knowledge is limited or 
uncertain. 

3. Characterize what is known about both prevention efforts and specific 
interventions in dealing with family violence, including an assessment of what 
has been learned about the strengths and limitations of each approach and factors 
to consider in designing program evaluations. 

4. Highlight successful components and, to the extent possible, identify “best 
practice” models of specific intervention programs for different forms of family 
violence. This task includes the examination of policy and program elements and 
service delivery system features that appear to contribute to or inhibit the devel- 
opment of effective program responses to family violence. 

5. Develop criteria and principles that can guide the development of future 
evaluations of family violence interventions, especially the identification of out- 
comes and methodological issues that are essential to rigorous evaluation efforts. 

Early in the course of our deliberations, the committee recognized that the 
research literature associated with evaluations of family violence interventions 
was relatively immature and scattered across a wide range of research fields. 
Judging that the absence of an integrative review of this literature has discour- 
aged efforts to understand the nature, objectives, and outcomes of interventions, 
the committee sought to develop a report that would describe the ways in which 
interventions and service strategies interact with families and communities. Al- 
though some types of interventions have been in place for decades (for example, 
child protective services), they have not been subjected to rigorous evaluations to 
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examine their impact on offenders and victims. Experience with other types of 
interventions is relatively new; many interventions now in place for domestic 
violence, for example, are not yet fully implemented and have not yet been 
evaluated. The committee therefore directed its efforts toward reviewing the 
knowledge base associated with the array of interventions currently in place, 
identifying the evaluation studies that met minimal standards of scientific quality, 
highlighting the major challenges to evaluations of these interventions, and ex- 
amining how problems such as weak design and limited study samples could be 
resolved in developing the next generation of evaluation studies. 

In developing the criteria and principles to guide future evaluations, the 
committee was not asked to address the nature of public policy, funding, and 
other critical factors that could influence whether or not these principles and 
criteria are actually used. Clearly, there is a need for further consideration of the 
potential roles of public agencies, both federal and state, and private foundations 
in improving the quality of both quantitative and qualitative evaluations for fam- 
ily violence interventions. The types of collaborations that might foster progress 
in examining the impact of the wide range of services already in place in this field 
also deserves attention. The committee does address the need for improved 
partnerships among research, practice, and policy in this report, but specific 
questions pertaining to the adequacy of funding for research, infrastructure, and 
implementation were beyond the scope of our study. 

STUDY APPROACH 
Definition of Family Violence 

The term family violence is applied to a broad range of acts whose presence 
or absence results in harm to individuals who share parent-child or adult intimate 
relationships. These relationships are often long-term and generally involve 
aspects of financial or physical interdependence. 1 The definition of family vio- 
lence adopted by this committee is based on one developed by the Committee on 
Family Violence convened by the National Institute of Mental Health (1992:6): 



’Emery (1989) has reviewed the frustrations associated with efforts to come up with precise 
definitions of family violence, especially in the context of child maltreatment. He concludes that 
professionals who are responsible for intervention should be encouraged “to use definitions of and 
responses to family violence that match those used for assaults between strangers” (p. 321), imple- 
menting the recommendations of the 1984 Attorney General’s Task Force on Family Violence. 

The report of the NRC Panel on Research on Child Abuse and Neglect (National Research Coun- 
cil, 1993a) includes an entire chapter on definitional issues in child abuse research. Both Emery 
(1989) and the NRC committee criticized the research community for the absence of a standardized 
definition of child maltreatment for research studies. A similar lack of consensus exists on defini- 
tional issues in domestic violence (see e.g., Gelles and Straus, 1988; Fagan and Browne, 1994) and in 
elder abuse (Pillemer and Suitor, 1988). 
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Family violence includes child and adult abuse that occurs between family 
members or adult intimate partners. For children, this includes acts by others 
that are physically and emotionally harmful or that carry the potential to cause 
physical harm. Abuse of children may include sexual exploitation or molesta- 
tion, threats to kill or abandon, or a lack of the emotional or physical support 
necessary for normal development. For adults, family or intimate violence may 
include acts that are physically and emotionally harmful or that carry the poten- 
tial to cause physical harm. Abuse of adult partners may include sexual coer- 
cion or assaults, physical intimidation, threats to kill or to harm, restraint of 
normal activities or freedom, and denial of access to resources. 

Despite progress in identifying the characteristics of family violence, serious 
problems remain in defining the severity of the injury or threat, the amount of 
harm, and the extent of the consequences associated with its occurrence (Ohlin 
and Tonry, 1989). The question of what constitutes a family relationship is also 
complicated by the diversity of intimate or dependent caregiving relationships in 
home environments. Furthermore, uncertainty remains about the strength of the 
relationship among the different forms of family violence. Definitional issues are 
discussed further in Chapter 2. 

This report examines opportunities for interactions among child maltreat- 
ment, domestic violence, and elder abuse in terms of both research and service. 
These relationships are important because the forms of family violence may share 
common risk factors or may represent a developmental continuum, such as the 
case of an abused child who becomes either a batterer or a victim of domestic 
violence. They are also important because opportunities may exist in the service 
delivery system to combine or integrate services and to reinforce individual pro- 
gram goals by adopting common strategies. The report does not address the 
issues of sibling violence or violence among same sex intimate adults, primarily 
because research in these fields is less well developed and the committee did not 
identify evaluations of interventions for these forms of family violence that met 
the selection criteria for the study. 

Although the report often emphasizes the interactions among different forms 
of family violence, it is important to maintain diverse approaches in examining 
the array of programs, services, and interventions. In some situations, the origins 
of domestic violence may have stronger theoretical links to other forms of vio- 
lence against women, such as rape and sexual harassment, than to other forms of 
family violence. Similarly, some forms of child maltreatment may have stronger 
theoretical links to interpersonal violence, such as pedophilia, assault, and homi- 
cide, than to other forms of family violence. The complexity of the field is 
daunting to scientific study; theory building remains in an early stage of develop- 
ment. 
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Levels of Attention 

In formulating its approach, the committee developed distinctions among 
strategies, interventions, and programs. Although these terms are often used 
interchangeably in discussions of program effectiveness, they are not synony- 
mous. By strategies, the committee refers to a general course of treatment, 
control, or prevention that is designed to achieve a broad social goal, such as the 
prevention of family violence, the identification and protection of victims, and 
the punishment or deterrence of offenders. 

The term interventions refers to the array of services and policies used to 
implement strategies at the individual, family, and community levels. Examples 
of interventions include parenting education programs for child maltreatment 
cases, treatment services for batterers, and universal screening for pregnant 
women to enhance the access to services of victims of domestic violence. Inter- 
ventions include not only organized services but also legal, judicial, and regula- 
tory policies and procedures, such as protective orders and mandatory reporting 
systems, some of which have been evaluated in the research literature. 

Programs are community-specific examples of particular interventions. 
Batterer treatment interventions, for example, may be voluntary or mandatory, 
depending on the setting and context of a particular program. Some interventions 
consist solely of a single community’s program; other interventions may be com- 
posed of several programs that share a common theoretical framework but rely on 
different approaches in achieving their goals. These program variations often are 
regarded as the same intervention. The home visitation intervention, for ex- 
ample, consists of several models, some of which rely on public health nurses 
who establish contact with mothers during their pregnancy and provide frequent 
visits after birth; others rely on paraprofessionals who meet with the mother after 
her discharge from a hospital. The home visitation intervention is part of a 
broader child abuse prevention strategy designed to detect risk factors for child 
maltreatment and to strengthen parenting skills through public health and family 
support services. 

This report focuses primarily on interventions rather than individual pro- 
grams or broad strategies. Specific program examples are used when they illus- 
trate community efforts to implement a particular intervention or when they have 
served as the subject of an evaluation study. Table 1-1 identifies the specific 
family violence interventions that are reviewed in this report. Each intervention 
is numbered by chapter and by type of violence (A-child, B-domestic, C-elderly). 
Thus, for example, intervention 4A-1 is the first child abuse intervention dis- 
cussed in Chapter 4. Figure 1-1 illustrates how the interventions reviewed in this 
report can be arrayed in terms of the general strategies of identification, preven- 
tion, protection, treatment, legal separation, and deterrence. 
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Approach to the Evidence 

The committee has identified interventions that have been evaluated in the 
literature, as well as key interventions worthy of study because of their perceived 
value to victims and communities in responding to family violence. Some evalu- 
ations that did not meet the committee’s criteria for inclusion nonetheless are 
discussed in the report because they offer insights concerning outcome measure- 
ment and program implementation. 

The literature review covers scientific journals, federal research reports, na- 
tional research databases, state agency reports, and foundation studies. In our 
search we identified and reviewed over 2,000 studies to determine if they in- 
cluded evaluations that relied on a scientific design that included the use of a 
control or comparison group. The use of a control group is critical to good 
evaluation research, because it allows the researcher to compare the relative 
effects of the intervention under study to what might be expected in its absence 
(Metcalf and Thornton, 1992). In selecting evaluation studies for detailed analy- 
sis, the committee relied on the following criteria: 

• The evaluation involved a program intervention that was designed to treat 
or prevent some aspect of child maltreatment, domestic violence, or elder abuse; 

• The evaluation was conducted between 1980 and 1996 (this time period 
was selected to provide a contemporary history of the evaluation research litera- 
ture while maintaining manageable limits on the scope of the evidence consid- 
ered by the committee); 

• The evaluation used an experimental or quasi-experimental design and 
included measurement tools and outcomes related to family violence; and 

• The evaluation included a comparison group as part of the study design. 

A total of 1 14 evaluation studies were identified that met this standard (see Table 
1-2). Most of the studies reviewed by the committee have been published in the 
peer-reviewed literature, although some state agency reports, foundation reports, 
and studies in progress are included in the research base for this report. In 
addition, the committee relied on 35 research review papers that include detailed 
analyses of independent research studies, even though the individual studies 
within each review paper may not be consistent with the selection criteria out- 
lined above. 

The committee initiated its search with a review of the relevant on-line 
databases that include evaluation studies of family violence interventions. 2 We 



2 Research efforts focused on searches of 18 relevant electronic databases, including the National 
Criminal Justice Reference Section, the National Child Abuse and Neglect Data System, Medline, 
the Legal Resource Index, the Criminal Justice Periodical Index, ERIC, Social SciSearch, 

continued on page 28 



TABLE 1-1 Array of Interventions by Type of Family Violence and Institutional Setting 
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5A-3. Court-mandated treatment 5B-4. Court-mandated treatment 5C-4. Guardians and conservators 

for child abuse offenders for domestic violence offenders 

5C-5. Arrest, prosecution, and other 

5A-4. Treatment for sexual abuse 5B-5. Criminal prosecution litigation 

offenders 



5A-5. Criminal prosecution of 5B-6. Specialized courts 

child abuse offenders 5B-7. Systemic approaches 



23 



c 

‘S 

4> 

<D 



T 3 

3 

cd 

3 

■4—1 

cd 

O 



cd 

3 



cx 



3 

S 



04 

3 

O 

u 



O 

04 

O 



T 3 

d) 

co 

cd 

X) 



0 

<D 



O 

K 



04 

co 

O 



u 



rj cd 



U 



cd 

C 



bfl g 

£ c 

c o 

-4 co 



D 

Oh 

0) 

o 



00 .3 

I • • 

CQ 

in 



d> 



bO 

3 

§ ^ 

cd 

O O 

co ^ 

4> S 

O .2 

g 'S 

.0 g 

> T 3 

.2 s 

8 g 

£ .2 



o 

Q 



CQ 



CO ft 
.2 8 
its c 

3 O4 

<D co 

*0 V 



<D 

O 

<*> 

£ g 

d> .3 
5/3 O 

fl > 

Cd 1) 

d> o 
X 3 
— , D 

2 o 

g > 

2 -2 



<N 



d> 

M S 

CQ O 

VO T 3 



U> 

3 



<u 

a 



W> 

c 

3 

U 

d) 



T3 

£ § 
^-4 D 

co ft 

D 2 
2 -9 

> * 
U-I * 



CO d> 

<D ft 

•a 5 

> cd 



d> 

O 



CO 1) 
<U CO 

O 3 

> -s 



2 

X 


U* 

<2 

Uh 


3 

t— 1 

•2 

d> 


CJ 

3 

cd 

3 


3 2 

CO O 

•5 1 




d> 

CO 

X 


cd 

3 

X 

d> 

CO 


d> 

CO 

X 


O 

T3 

CO 

CO 

d> 

c 




8 2 

x 2 
X 0 


0 


>4 




O 


2 -S 




2 


2 




cd ci . 


u> 


Vh 


Id 


2 

0 


o> ^ 




d) 


f | 


d> 






a> O 


.5 


cd 


1-4 

3 


f 0 




X 


O 


X 


£ 




X w 

CO 


’> 

0 

u 


3 

T3 


T) 

<D 

O 


X 

4— * 

c 


2 2 




2 

3 


CO 

S 


2 

3 


O 

X 




5 0 

C > 


Oh 


• ^ 


O 


0 


<D -S 




<L> 


*4-J 


d> 


£ 






S 


> 

w 


t-l 

CLh 


2 


s .a 
> 


O 


S 


*> 


§ 


3 

<D 

u 


<u 

0 

3 


S | 

CO 


vd 




00 


1— H 


c4 T3 


d) 


CO 


2 




2 


2 


in ^ 


1 

< 


■ 

< 


1 

< 


1 


< 2 


2b 

d> 


i 

< 


X 


1 

< 


X 


2 


< % 


in 


in 


in 


VO 


VO O 


3 


VO 


0 


VO 


0 


*> 


0 ca 



s 

cd 

( 4 -H 

T 3 

3 

3 

C 

o 



•a £ 

^ cd 

I g> 

K 01 

^ -4-1 

Vh 

« a 

< a 

VO V 3 



cd 

o 



o 

ERIC 



cd 

d> 

X 



Ab 



SOURCE: Committee on the Assessment of Family Violence Interventions, National Research Council and Institute of Medicine, 1998. 
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FIGURE I- 1 ( Continued ) Family violence interventions by type of strategy. SOURCE: Committee on the Assessment of Family Violence 
Interventions, National Research Council and Institute of Medicine, 1998. 
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TABLE 1-2 Total Number of Quasi-Experimental 
Evaluations of Family Violence Interventions by Service 
Sector, 1980-1996 



Service 

Sector 


Type of Family Violence 




Child 

Maltreatment 


Domestic 

Violence 


Elder 

Abuse 


Social service 


50 


7 


2 


Legal 


4 


19 


0 


Health care 


24 


8 


0 



SOURCE: Committee on the Assessment of Family Violence Interventions, 
National Research Council and Institute of Medicine. 1998. 



also contacted several public and private national clearinghouses, which aided in 
identifying unpublished materials that were included in the literature review. In 
addition, we learned of a small number of evaluation studies that meet our criteria 
but have recently been completed or exist only as state agency reports and have 
not been included in the literature or national clearinghouse collections. 

It is important to note that the range of evaluation studies presented in this 
report does not reflect the current range of treatment and prevention interven- 
tions. The research literature is primarily focused on small or innovative pro- 
grams that provide an opportunity for research study. Science-based evaluations 
are rarely conducted on major existing interventions, such as foster care, domes- 
tic violence shelters, adult protective services, health care provider training pro- 
grams. and court procedures, because research samples and appropriate measures 
are not available to assess the intervention, the intervention was already in place 
prior to the development of evaluation methods, the organizational setting is not 



PsychINFO. Dissertation Abstracts Online. A-V Online. PAIS Online. 1AC Business ARTS.. U.S. 
Political Science Documents. British Education Index. AgeLine. Religion Index, and Public Opinion 
Online. Boolean search terms were employed to identify evaluation studies (descriptive, quasi- 
experimental. and causal) of family violence interventions. 

The committee also contacted several public and private national clearinghouses to determine if 
their collections included evaluation studies that might not be identified in the electronic database 
searches. The relevant clearinghouses included the National Center on Child Abuse and Neglect 
(NCCAN) (Fairfax. Virginia): the Family Violence and Sexual Assault Institute (Tyler. Texas); the 
National Clearinghouse for the Defense of Battered Women (Philadelphia): the National Resource 
Center on Domestic Violence (Harrisburg. Pennsylvania), and the Family Violence Prevention Fund 
(San Francisco). 

These sources aided in identifying unpublished materials that were included in the literature re- 
view. The NCCAN clearinghouse provided a CD-ROM of its resources and customized searches ot 
additional databases in its collection. 
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conducive to evaluation, or policy and program sponsors are not prepared to 
provide funds to examine the impact of the intervention. 

As noted later in this report, rigorous evaluations are focused primarily on 
social service interventions in the area of child maltreatment and legal interven- 
tions for domestic violence. Experimental evaluations of interventions for elder 
abuse are almost nonexistent. 



Organization of the Report 

The report begins by examining what is known about the scope of family 
violence, risk factors, the nature and scope of interventions, and their impact and 
costs (Chapter 2). Next we examine the state of the art of evaluations, identify 
obstacles to evaluations in this field, and explore potential improvements to the 
use of qualitative and quantitative information (Chapter 3). Chapter 3 also high- 
lights the importance of structuring partnerships between researchers and service 
providers so that relevant expertise can be applied to study designs, the selection 
of outcomes of interest, and the use of appropriate measures. 

Chapters 4, 5, and 6 provide a comprehensive review and assessment of 
existing interventions in the areas of child maltreatment, domestic violence, and 
elder abuse. These chapters characterize the state of evaluation research and 
summarize what is known about treatment and preventive interventions in social 
service, law enforcement, and health care sectors, respectively. Interagency fam- 
ily violence interventions and comprehensive services or community change in- 
terventions are discussed in Chapter 7. These four chapters aim to capture the 
insights of the research base as well as those of service providers — a perspective 
generally not found in the scholarly literature. 

Chapter 8 discusses a number of cross-cutting issues that arose in our assess- 
ment of treatment and prevention interventions. Chapter 9 presents the com- 
mittee’s recommendations. 

THE COMMITTEE’S PERSPECTIVE 

The committee considered several different conceptual schemes in consider- 
ing how to organize the material reviewed in this report. We could have pre- 
sented this material in terms of the life spans of victims and offenders: child, 
adult, and elder. We could have sought to distinguish between victims and 
perpetrators and between treatment, prevention, and enforcement interventions 
by focusing chapters on each approach. However, we decided that an approach 
that divides the targets of the interventions would perpetuate the fragmentation 
that has characterized this area of research, policy, and practice. 

The committee decided that the intended audience of this report, which 
includes researchers, service providers, and policy makers from distinct institu- 
tional settings, would be best served by a synthesis of research that brings the 




48 



30 



VIOLENCE IN FAMILIES 



relevant knowledge to bear on specific services and policies within their own 
organizational service system. At this stage in the development of family vio- 
lence interventions, the institutional settings of the interventions exercise a major 
influence on their objectives, resources, and method of implementation. 

This choice of a categorical structure for the report, however, was disturbing 
to several committee members, who would prefer to see a more holistic approach 
that builds on the needs of children, adults, and the elderly. In our analysis of 
cross-cutting themes in Chapter 8, we highlight key issues that cut across these 
institutional sectors. We also highlight, in Chapter 7, examples of interventions 
that experiment with comprehensive community approaches and that seek to 
replace bureaucratic structures with service systems focused on the developmen- 
tal and multiple needs of clients and communities rather than the convenience of 
the service provider. These approaches, while not yet evaluated, represent an 
important dimension in the design of family violence interventions that requires 
further examination. 

In the decades ahead, research will provide more powerful insights that can 
lead to improved services, policy, and practice. But the integration of research 
knowledge and the development of interventions will require consistent and ex- 
plicit attention to the ways in which the domains of science, law, health care, and 
social services interact. The absence or presence of interventions in one setting — 
such as shelters for battered women — may directly influence the operation and 
effectiveness of services in another domain — such as arrest policies for batterers. 
This interactive process is often missed in current assessments of family violence 
interventions, although it is often intrinsic to the experience of service providers. 

The interactions among service systems add a new level of complexity to the 
design of both interventions and evaluations. Addressing this complexity will 
require collaborative partnerships between researchers and service providers to 
develop approaches that are consistent with the needs of the scientific process, 
that can be implemented in large systems of ongoing services as well as smaller 
innovative programs, and that can provide guidance in determining what works, 
for whom, and under what conditions. An integrated research foundation, the 
development of reliable measures and large datasets, careful descriptions of the 
goals of an intervention and the characteristics of clients, and documentation of 
the services that were actually provided all provide important opportunities for 
such partnerships. Through such efforts, the institutions and agencies that have 
supported the development of the interventions themselves can acquire the ca- 
pacity to look closely at what they have achieved and to translate this knowledge 
into improved efforts to address the problem of family violence. 
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In the 1960s, physical child abuse and child neglect were recognized as 
significant problems that required identification and intervention. In the 1970s, 
similar attention was called to domestic violence. In the 1980s, child sexual 
abuse and elder abuse gained attention. Each type of family violence developed 
its own set of definitions, research, and interventions. In recent years, researchers 
have begun to examine family violence across the life span, seeking commonali- 
ties among various forms of child maltreatment, domestic violence, and elder 
abuse (Barnett et al., 1997). Although the very nature of family relationships 
makes it reasonable to look for common risk and protective factors and interac- 
tions among the forms of family violence, debate continues about what deter- 
mines the appropriate unit of analysis: the individuals who perpetrate or are 
victims of violent behavior, the family, the community, or broader social-cultural 
norms. 

How the nature of family violence is conceptualized has important implica- 
tions for the ways in which interventions are structured and outcomes are mea- 
sured in evaluating them. This chapter examines similarities and differences in 
research on child maltreatment, domestic violence, and elder abuse in definitions, 
measurement, risk factors, and interventions. Each area has developed its own 
approach to the problems under study, resulting in tremendous variation in theo- 
retical frameworks, research instrumentation, scholarly journals, and funding 
sources. Although studies of the field of family violence are now emerging, 
research in this area has traditionally been fragmented into separate areas of 
inquiry. 
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DEFINITIONAL ISSUES 

How family violence is measured and studied and who is identified to re- 
ceive interventions depend on its definition. The multiple dimensions of family 
violence make definition tasks both difficult and controversial, and definitions 
have evolved somewhat differently for child maltreatment, domestic violence, 
and elder abuse. Although precise definitions are required for research and data 
collection, the situational context of many cases of family violence often chal- 
lenges efforts to establish consistent criteria that can govern case reporting and 
selection decisions. The types of cases deemed appropriate for intervention may 
differ ,by service sector as well as within service settings. Despite these differ- 
ences, common concerns have emerged that influence efforts to define family 
violence: a trend toward broadening the set of behaviors that are viewed as abuse 
or neglect, the role of cultural norms, the role of intentionality, the balance of 
power in the offender-victim relationship, and the influence of service-sector 
resources on definitions. 



Broadening of Definitions 

Early definitions of child maltreatment were narrowly focused on issues of 
physical harm and endangerment. They were often based on a medical diagnostic 
approach, emphasizing the more serious forms of physical abuse and neglect that 
can result in physical injury and poor health. More recent definitions focus on the 
impact of maltreatment on development, expanding the category of abuse and 
neglect to include actions viewed as harmful to children, such as emotional abuse 
or educational or medical neglect, even though they are not necessarily associ- 
ated with immediate physical injury. The negative impacts of exposure to do- 
mestic violence on children have recently been recognized. Some perpetrators of 
domestic violence have been charged not only with assault of their wives, but 
also reported as child abusers for exposing their children to their violent behavior. 
The National Center on Child Abuse and Neglect (1988) recognizes six major 
types of child maltreatment: physical abuse, sexual abuse, emotional abuse, 
physical neglect, educational neglect, and emotional neglect. 

Similarly, initial definitions of domestic violence focused on acts of physical 
violence directed toward women by their spouses or partners (Gelles and Straus, 
1974; Martin, 1976). Survey research found women also committed acts of 
physical violence against their husbands, suggesting that the initial definition 
might be too restrictive (Straus et al., 1980; Gelles, 1987; Gelles and Straus, 
1988; Straus and Gelles, 1986). Further research broadened the definition to 
include sexual violence, marital rape, and acts of emotional or psychological 
abuse. Feminist scholars conceptualize domestic violence as coercive control of 
women by their partners (Yllo, 1993); the coercion can be physical, emotional, or 
sexual. 
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The recognition of elder abuse through adult protective services has led to 
definitions similar to those of child maltreatment. Elder abuse is generally de- 
fined to include physical and sexual violence, psychological abuse, and neglect. 
However, elder abuse definitions frequently go beyond those of child maltreat- 
ment to include financial abuse or exploitation. Elder abuse may also be a 
continuation of domestic violence in the relationship, in which case the issue of 
coercive control is pertinent. 

Definitions of family violence have also broadened with respect to who is 
considered family. For domestic violence, the trend is to include all intimate 
relationships, such as cohabiting couples, same-sex couples, and ex-spouses, as 
well as currently married couples. Dating couples and ex-boyfriends/girlfriends 
may also be included. For child maltreatment, a distinction is made between 
abuse and neglect; the definition of neglect is generally limited to acts by a 
child’s parents or legal caregiver. For child physical and sexual abuse, no con- 
sensus exists as to how broadly the set of potential abusers should be defined 
(National Research Council, 1993a), although, in the context of family violence, 
strangers are not included. For elder abuse, family members as well as legal or 
informal caregivers can be involved, and self-neglect has sometimes been counted 
in elder abuse data. In addition, violence between siblings and violence by 
children directed at their parents may be included in family violence. 

The broadening of definitions of the various forms of family violence has 
been criticized by some on the grounds that it leads to a diffusion of effort within 
service agencies that have limited resources. Others have noted, however, that 
because emotional abuse and emotional neglect are often associated with other 
forms of maltreatment, the broader definitions create opportunities for early in- 
terventions that may be successful in preventing more serious and lethal forms of 
violence. 

How broadly or narrowly family violence is defined has an obvious impact 
on its prevalence. Wyatt and Peters (1986) demonstrated empirically the impact 
of variations in definitions of sexual abuse on the estimated prevalence rates 
reported in a number of studies. Table 2-1 presents the rates of violence from 
various studies broken down by physical violence, sexual abuse, emotional abuse, 
and neglect. Physical violence is the most commonly measured form of maltreat- 
ment of adults and is second only to neglect in the maltreatment of children. 
Although clinical reports suggest that emotional abuse (such as yelling, criticism, 
ridicule, and threats) may be pervasive and central components of family vio- 
lence, no rigorous measures currently exist to assess the extent of this type of 
behavior. 



The Role of Culture 

Definitions of family violence vary not only over time, but also across cul- 
tures. Behavior that may be considered the norm by some groups may be consid- 
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TABLE 2-1 Past Year Rates of Family Violence (per 1,000 persons) 



Study and Author 


Sample 

Size 


All 

Maltreatment 


All 

Physical 

Violence 


Children 

NIS-3 (National Center on Child 
Abuse and Neglect, 1996a) 




41.6 (reported) 


9.2 


NCANDS (National Center on Child 
Abuse and Neglect, 1996b) 




43 (reported) 


3.4 


National Committee to Prevent Child 
Abuse (1996) 




47 (reported) 

16 (substantiated) 


— 


1985 National Family Violence 
Survey (Straus and Gelles, 1988) 


3,232 


— 


498 


Finkelhor et al. (1990) 
Females 
Males 


1,374 

1,252 


— 


— 


Siblings 

1975 National Family Violence Survey 
(Straus et al., 1980) 




— 


800 


Adult Women 

1985 National Family Violence 
Survey (Straus and Gelles, 1988) 


6,002 


— 


116 


National Crime Victimization 
Survey (Bachman and Saltzman, 1995) 


-50,000 


— 


9.3 


Adult Men 

1985 National Family Violence 
Survey (Straus and Gelles, 1988) 


6,002 


— 


124 


National Crime Victimization 
Survey (Bachman and Saltzman, 1995) 


-50,000 


— 


1.4 


Elderly Adults 

Pillemer and Finkelhor (1988) 


2,020 


32 


20 



NOTE: Dash indicates absence of data. 

^Prevalence rates of sexual abuse before age 18. 
^Ten or fewer sample cases. 



SOURCE: Committee on the Assessment of Family Violence Interventions, National 
Research Council and Institute of Medicine, 1998. 
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Severe 


Sexual 


Emotional or 






Physical 


Abuse or 


Psychological 




Fatal 


Violence 


Marital Rape 


Abuse 


Neglect 


Abuse 


— 


4.4 


7.9 


20.1 




— 


2 


<0.1 


6 


— 


— 


— 


— 


— 


0.0019 


23 


— 


63.4 


— 


— 




21 0 a 








— 


160“ 


— 


— 


— 


530 


— 


— 


— 


— 


34 


12 

1 


74 


— 


— 


48 


not asked 
b 


74.8 


— 


— 


— 


— 


11 


4 


— 
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ered abusive by others. Debate continues over the extent to which definitions of 
family violence can accommodate cultural variability without promoting differ- 
ent thresholds for intervention on the basis of race, ethnicity, or socioeconomic 
status. Agreement across cultural groups may be easy to reach on severe forms of 
family violence, such as beating a family member to death. Less severe behav- 
iors are more subject to cultural differences. For example, a number of child 
advocates, researchers, and some parent groups believe that corporal punishment 
is abusive and harmful to children and should be illegal (Straus, 1994). In 
contrast, many working-class parents believe in strict child discipline practices 
and favor its use. Role expectations derived from traditional family relationships 
(which commonly viewed children and wives as property of the head of the 
household) can also contribute to conflict and violence when major changes 
occur in the status of women and children within a society. Pervasive gender 
inequality may be embedded in cultural norms and may influence patterns and 
rates of victimization. 

As U.S. society becomes more diverse, cultural practices such as “coining” 
(a curing ritual that involves the forceful pressing of coins on a child’s body, 
resulting in bruises) among Vietnamese populations and female genital mutila- 
tion among some African and Middle Eastern populations will increasingly be 
the focus of debate. Although such practices may meet criteria for abuse in the 
United States, it is important to understand their social and cultural contexts, at 
least in the perceptions of the families involved, in order to influence behavioral 
changes. 

American society lacks a clear definition of caregiver responsibility for el- 
ders comparable to parental responsibilities for children, and conflicts may arise 
in certain cultures, classes, and social groups as to what types of arrangements 
constitute maltreatment. Recently, some researchers have questioned the legal 
and clinical definitions of elder abuse, suggesting that it is the older person’s 
perception of a particular behavior, influenced by culture and tradition, that should 
be the salient factor in identification and intervention (Gebotys et al., 1992; 
Hudson, 1994). 



The Role of Intentionality 

Although some definitions of family violence require that acts be intentional 
(see, e.g., Gelles and Straus, 1979; National Research Council, 1993b), recent 
trends in research definitions have been to focus on acts that are harmful or 
potentially harmful rather than on intent (Zuravin, 1991). Although intent is 
often difficult to determine, it is often important in determining the type of 
intervention necessary when decisions are made to investigate a family. 

Neglect of children and the elderly may result from ignorance or lack of 
resources rather than malevolence. Parental knowledge of children’s develop- 
mental abilities (especially feeding and toilet training), parental abilities to super- 
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vise young children, and parental expectations regarding the needs and behavior 
of young children have been identified as key areas in which significant variation 
exists within neighborhoods and between social classes and cultures. These dis- 
crepancies may be particularly difficult to resolve in identifying cases of mal- 
treatment that occur in settings characterized by extreme poverty, substance abuse, 
community violence, and transience (including immigration and homelessness). 

Elder abuse may also be unintentional because of the caregiver/perpetrator’s 
ignorance of the needs of the elderly or because of his or her own infirmity. The 
lack of a clear definition of caregiver responsibility for elders also makes deter- 
mining intentional withholding of care difficult. Whether behavior is labeled as 
abusive or neglectful may depend on its frequency, duration, intensity, severity, 
and consequences. 



Running through discussions of child maltreatment, domestic violence, and 
elder abuse is the idea of unequal power in the relationship between abuser and 
victim. In all three domains, abusers may use violence to control the victim. It is 
expected that children are dependent and that parents have more power than their 
children and will exert control over them. However, if the parent abdicates 
responsibility for caring for the child, neglect can occur. If the parent uses 
excessive physical force in exerting control, abuse can occur. For the incapaci- 
tated elderly, it is also expected that they are dependent on family or a caregiver; 
the typical elder abuse victim was thought to be frail and dependent. Although 
some research has found that elder abuse may be more likely when an adult child 
remains financially dependent on his or her parent rather than when the elderly 
parent has become dependent (Pillemer and Suitor, 1992), the adult child may 
still have power over the elderly parent by virtue of size, strength, and mobility. 

The feminist analysis of domestic violence posits that physical violence is 
but one tactic used by abusers to exert control over their partners. In this para- 
digm, physical violence, emotional abuse, sexual violence, social isolation, and 
withholding of financial resources all serve to undermine a woman’s autonomy 
and limit her power in the relationship. Feminist theory focused on gender 
inequalities offers a framework for a broad set of interventions designed to ex- 
pose the pattern of male dominance and control in violent relationships and the 
ways in which society tolerates and legitimizes social inequalities that can con- 
tribute to entrapment. 



There is an interplay between the conceptualization of the types of family 
violence and the service sector in which interventions take place. For example, 
the identification of the “battered child syndrome” in the health care system at 
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first focused the definitions of child maltreatment on physical injury (Kempe et 
al., 1962). As the legal and social service systems became involved and the 
emphasis in services became that of protecting the child, acts that threatened the 
child’s well-being became a relevant factor in defining maltreatment; the defini- 
tions were subsequently broadened to include emotional abuse, sexual abuse, and 
neglect (National Research Council, 1993a). It is important to note that legal 
definitions encompass stringent standards in each category of abuse focused on 
thresholds for legal intervention that may not be useful in other service systems. 

Similarly, the emphasis in domestic violence was first on physical injury. 
Even the term “battered wife” echoed the earlier use of “battered child,” and 
much attention was focused and continues to be focused on the identification and 
documentation of physical injury in medical settings. Also for domestic vio- 
lence, an emphasis on physical injury carried over to early legal interventions. 
For example, evidence of physical injury was often deemed necessary before an 
arrest was made. As a result of research studies and programs to change commu- 
nity attitudes toward the needs of battered women, definitions broadened beyond 
physical injury to include sexual and emotional abuse and threats of harm. Re- 
cent legislation now recognizes the stalking of estranged or former partners as 
domestic violence. 

The recognition of elder abuse grew out of adult protective services — that is, 
services for adults who, for whatever reason, are unable to care for themselves. 
The similarity to child protective services heavily influenced definitions of elder 
abuse. It has been suggested that there has been an overreliance on the child 
abuse model. Recent findings suggest that domestic violence may be a more 
useful framework for study and intervention, since the individuals involved are 
legally independent adults. To some health researchers, however, the family 
violence paradigm is also not suitable. They recommend that elder abuse be 
considered from the perspective of “inadequate care,” since it is easier to measure 
unmet needs than inappropriate behavior (Fulmer and O’Malley, 1987). 

MEASUREMENT ISSUES 

Even if there were consensus on definitions, estimates of the scope of family 
violence would vary because of the different methods used to measure its inci- 
dence and prevalence. Detailed discussions of measuring the scope of family 
violence are available elsewhere (National Research Council, 1993a, b; 1996). 
Data on family violence are available from clinical data, administrative data, and 
social surveys. Each type of data has its own strengths and weaknesses and is 
useful for different purposes. 

Clinical studies, carried out by psychiatrists, psychologists, and counselors, 
continue to be a frequent source of data on family violence. This is primarily due 
to the fact that these investigators have the most direct access to cases of family 
violence. The clinical or agency setting (including hospital emergency depart- 
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merits and battered women’s shelters) provides access to extensive in-depth in- 
formation about particular cases of violence. Studies of violence toward women 
have relied heavily on samples of women who seek help at battered women’s 
shelters (Dobash and Dobash, 1979; Giles-Sims, 1983; Pagelow, 1984). Such 
samples are important because they are often the only way of obtaining detailed 
data on severely battered women. Such data are also necessary to study the 
impact of intervention programs. However, because they are based on small, 
nonrepresentative samples, such data cannot be used to estimate the incidence 
and prevalence of domestic violence. 

Administrative data collected from official sources, such as child protective 
services, police departments, and adult protective services, provide the bulk of 
the information from which estimates of the incidence and prevalence of family 
violence are made. There are a number of factors that influence how well these 
data accurately reflect true incidence and prevalence. First, the quality and 
amount of these data vary by type of violence. All states now mandate reporting 
of child maltreatment and most states mandate reporting of elder abuse, although 
the definitions of reportable abuse differ from state to state. Even with manda- 
tory reporting laws, it is widely acknowledged that abuse is underreported (e.g., 
Kalichman, 1993; Widom, 1988). One study found that only 44 percent of cases 
known to community professionals were officially known to child protective 
services agencies (Sedlak, 1991). This discrepancy may be based on the unwill- 
ingness of professionals to report, contradictory community standards regarding 
maltreatment definitions, or screening practices in child protective services agen- 
cies (Downing et al., 1990; Zellman, 1992). Furthermore, the number of substan- 
tiated cases may vary with the amount of resources devoted to case investigation. 
There is no administrative data source for domestic violence that is comparable to 
the state child and elder abuse datasets, and surveillance efforts are often chal- 
lenged by concerns about victim safety and confidentiality. 

Second, segments of the population at risk are subject to different levels of 
surveillance. Families who, because of their demographic characteristics (e.g., 
poverty, unemployment, single parenthood), have more frequent contact with 
public-sector services (e.g., welfare, housing) are more often exposed to man- 
dated reporters and get closer scrutiny. Consequently, children who are poor or 
members of minority groups are more likely to be identified as maltreated than 
are more affluent white children (Newberger et al., 1977). 

To remedy underreporting, national incidence studies of child maltreatment 
include official reports supplemented by surveys of other professionals about 
suspected cases of child abuse that have not been reported. The most recent 
National Incidence Study of Child Abuse and Neglect (NIS-3) found 2.8 million 
cases of child maltreatment (National Center on Child Abuse and Neglect, 1996b), 
a significant increase over the 1.4 million cases known by the agencies surveyed 
in 1986 (Sedlak, 1991). An unknown part of this increase may be due to broader 
definitions and broader sampling frames in the survey sample. Based on the NIS 
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methodology, the National Center on Elder Abuse has launched a similar incident 
study of elder abuse, scheduled to be completed in 1997 (National Center on 
Elder Abuse and Neglect, 1995). 

Researchers often turn to survey research to overcome the problems associ- 
ated with administrative data. Surveys often find higher rates of violence than do 
administrative data; however, surveys have their own drawbacks. They are con- 
strained by the low base rate of most forms of abuse and violence in families, as 
well as the sensitive and taboo nature of the topic. Some investigators cope with 
the problem of the low base rate by employing purposive or nonrepresentative 
sampling techniques to identify cases. Another approach has been to use large 
groups of available subjects. For example, investigators of courtship violence 
have made extensive use of survey research techniques using college students as 
subjects (Henton et al., 1983; Laner, 1989a, b; Makepeace, 1981, 1983). Other 
sources of bias in social survey data on family violence include inaccurate recall, 
differential interpretation of questions, and intended and unintended response 
error (Weis, 1989). 

Survey results may also vary by question wording and context. For example, 
when the National Crime Victimization Survey revised its questionnaire to stress, 
among other things, that they wanted to know about incidents involving relatives 
and family members as well as acts committed by strangers, the reported violent 
attacks by family members nearly doubled from 5.4 per 1,000 for women in 
1987-1991 to 9.3 per 1,000 in 1992-1993 (Bachman and Saltzman, 1995). This 
change most likely reflects the change in the survey and not a sudden increase in 
the rate of violence against women (National Research Council, 1996). The rates 
for domestic violence are lower than the rates found in other surveys that did not 
rely solely on crime reports. The 1985 National Family Violence Survey found 
much higher rates of domestic violence: 116 per 1,000 women reported experi- 
encing violence during the past year; 34 per 1,000 women reported severe vio- 
lence; and 12 per 1,000 reported marital rape (Straus and Gelles, 1988). In the 
1993 Commonwealth Fund Survey of Women’s Health, 70 per 1,000 women 
reported physical violence by an intimate partner. 

The source of data has an impact not only on measures of incidence and 
prevalence of family violence, but also on what factors and variables are identi- 
fied as risk and protective factors. In an analysis based on clinical data or official 
report data, risk and protective factors are confounded with factors such as label- 
ing bias and agency or clinical setting catchment area. Researchers have long 
noted that certain individuals and families are more likely to be correctly and 
incorrectly labeled as offenders or victims of family violence (Gelles, 1975; 
Newberger et al., 1977; Hampton and Newberger, 1985). Social survey data are 
not immune to confounding problems either, as social or demographic factors 
may be related to willingness to participate in a self-report survey and a tendency 
toward providing socially desirable responses. 
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RISK FACTORS 

Researchers have looked, unsuccessfully for the most part, for traits that 
predispose children or adults to being victims of family violence. Much of the 
early retrospective research lacked comparison groups and confounded traits that 
preceded abuse with those that resulted from it. Research next focused on the 
traits of perpetrators. Although there appears to be a relatively high incidence of 
psychological and emotional problems among perpetrators of family violence, no 
characteristic profile of a child abuser, batterer, or elder abuser has emerged. It 
appears that no single factor can explain family violence. Rather it seems most 
likely that the complex interaction of personal history, personality traits, and 
demographic factors with social and environmental influences leads to violence 
in the family. Understanding better the particular factors that are relevant in a 
given family, and the sequence in which they emerge, may be important for 
choosing the most appropriate intervention. 

In the sections that follow we review the most widely discussed risk factors 
in the study of family violence and, when appropriate, identify for which forms of 
violence and which types of relationships the factors are relevant. To overcome 
the limitations of studies of single factors, interactive models of risk and protec- 
tive factors may further understanding of the etiology of family violence (Belsky, 
1980; Garbarino, 1987; Lutzker et al., 1984; Malamuth et al., 1993). However, 
the complexity of analysis associated with these models and the difficulty of 
distinguishing causal effects from observational data have inhibited their testing 
and application (National Research Council, 1993b). Hence, research often fo- 
cuses on risk factors that appear to be subject to change as a result of intervention 
or that are helpful in identifying at-risk populations. In research on domestic 
violence, several reviews of case-comparison studies have noted that potential 
risk markers are highly correlated with each other (e.g., family socioeconomic 
status and husband’s occupational status, witnessing and experiencing violence 
as a child). This conceptual and statistical redundancy requires careful attention 
to disentangle risk factors that are directly related to the use of violence from 
other confounding factors (Hotaling and Sugarman, 1990). 



Risk Factors for Perpetrators 



Age 

One of the most consistent risk factors for perpetration is age. As in violence 
between nonintimates, family violence is most likely to be perpetrated by those 
between ages 18 and 30. For child abuse, the age of the mother at the birth of the 
abused child has been found to be related to rates of physical abuse, with younger 
mothers exhibiting higher rates of abuse (Kinard and Klerman, 1980; Connelly 
and Straus, 1992). An analysis of data from the 1985 National Family Violence 
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Survey found young men significantly more likely to abuse their spouses (Fagan 
and Browne, 1994). Over 20 percent of men between ages 18 and 25 and 16.9 
percent of men between ages 26 and 35 committed at least one act of domestic 
violence in the past year. Violence was reported by 7.2 percent of men ages 36 to 
50 and 4.5 percent of those over 50. Youth has not been found to be a risk factor 
for elder abuse perpetration, although the rate of elder abuse is lower than the rate 
of other forms of family violence. 

Gender 

Men are the most likely offenders in acts of intimate as well as nonintimate 
violence. However, the differences in the rates of offending between men and 
women are much smaller for family violence than for violence outside the home. 
Men and women have comparable rates of child homicide. Although women 
have been regarded as more likely to be offenders when the child victim is young 
(under 3 years of age) because of their traditional roles as primary caregivers for 
infants and toddlers, recent research suggests that extremely stressed or enraged 
male adults (including birth fathers, stepfathers, and boyfriends) are more often 
the cause of physical abuse fatalities involving an infant or small child (Levine et 
al., 1994; U.S. Advisory Board on Child Abuse and Neglect, 1995). In cases of 
child deaths from neglect, including bathtub drownings, fires started by unsuper- 
vised children, dehydration, and starvation, mothers are most often held respon- 
sible (Margolin, 1990; U.S. Advisory Board on Child Abuse and Neglect, 1995). 

The extent of male victimization is controversial in the field of family vio- 
lence (Dobash et al., 1992). The earliest studies of spousal violence reported 
violence by women toward their husbands (see, e.g., Gelles and Straus, 1974). 
The two National Family Violence Surveys also found a higher than expected 
incidence of violence toward men — the rate of violence was the same or even 
higher than that reported toward women (Straus et al., 1980; Straus and Gelles, 
1986). In addition, women initiated violence about as often as men did (Straus, 
1993). However, the researchers qualified their findings by noting that much of 
the female violence appeared to be in self-defense and that women, because of 
their size and strength, appeared to inflict less injury than male attackers. In 
contrast to the National Family Violence Surveys, the National Crime Victimiza- 
tion Survey found women reporting much higher rates of victimization by part- 
ners or ex-partners than men reported. In 1992-1993, the average rate of physical 
and sexual violence by an intimate was 9.4 per 1 ,000 for women, but only 1 .4 per 
1,000 for men (Bachman and Saltzman, 1995). These differences may be ac- 
counted for by the fact that the National Crime Victimization Surveys included 
only victimization serious enough to be considered a crime by the respondents. 

Rates of disclosure of experience with violent incidents are thought to be 
susceptible to several factors, including the wording of the questions, the context 
in which questions are asked about sexual or intimate partner violence, and the 
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extent of convergence or difference between interviewers and survey participants 
(National Research Council, 1996). Although some research has suggested that 
women are likely to be more forthcoming about their experiences with violent 
victimization when interviewed by women who share their ethnic heritage, the 
impact of interviewer-respondent characteristics on survey responses has not 
been deeply investigated. 

Studies have found that female partner victimization is more likely to be 
accompanied by sexual and emotional abuse (Saunders, 1988). Female victims 
of intimate violence also suffer more physical injuries and emotional and psycho- 
logical consequences than do men (Stets and Straus, 1990). 



Income 

A series of research studies over the past decades has found consistent evi- 
dence of strong relationships between poverty and the reported occurrence and 
severity of child maltreatment, especially neglect (Giovannoni and Billingsley, 
1970; Pelton, 1981, 1994; Wolock and Horowitz, 1979, 1984). Although child 
maltreatment may occur in families in high income brackets, abuse and neglect 
seem to be concentrated among the poorest of the poor. Pelton (1994) has 
estimated that more than 90 percent of all reported incidents of child maltreat- 
ment occur in families below the median income (estimated at $40,61 1 in 1995); 
40 to 50 percent of all incidents occur within families whose incomes fall above 
the poverty level (estimated at $15,569) but below the median income. 

The absence of experimental research that can examine the impact of differ- 
ent forms of material and income supports on the reduction of poverty and child 
maltreatment rates makes it difficult to identify the pathways by which low 
income influences parenting behaviors and interactions with children. Stress is 
thought to be the dominant variable associated with the relationship between low 
income and caregiving behaviors, but research attention has recently focused on 
other factors as well, including material hardships, housing, coping and caregiving 
strategies, and dangerous environments (Pelton, 1994). 

Severe violence toward children is more likely in poor families who have 
fewer economic and social resources to help with child care responsibilities, 
especially among those who are least able to cope with the material hardships of 
poverty (Gelles and Straus, 1988). Although most poor people do not use vio- 
lence toward intimates, self-report surveys and official report data find that the 
rates of all forms of family violence, except child sexual abuse, are higher for 
those whose family income is below the poverty line. As noted above, poor 
families are more likely to be in contact with social service agencies and hence be 
under greater scrutiny, thereby increasing the likelihood that they will be reported 
for abuse or neglect. Nonetheless, the association between child maltreatment 
and poverty persists in self-report data as well as in official data (Straus et al., 
1980; Wauchope and Straus, 1992). 
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In their review of studies of risk markers for domestic violence, Hotaling and 
Sugarman (1990) report that, although wife assault occurs across all occupa- 
tional, educational, and income groups, it is more common and more severe in 
families with lower socioeconomic status. In addition, higher-socioeconomic- 
status women seem to be just as likely as lower-socioeconomic-status women to 
report being verbally assaulted and just as likely to have experienced minor 
physical violence (i.e., having something thrown at them, being pushed, shoved, 
slapped, or grabbed). But the frequency and severity of serious assaults appear to 
be linked to socioeconomic status (Hotaling and Sugarman, 1990). Pillemer and 
Finkelhor (1988) found no difference in elder abuse rates based on economic 
status. 

Race 

The picture is less clear on race. Both official report data and self-report 
survey data often report that child abuse and violence toward women are overrep- 
resented among minorities. Data from the National Crime Victimization Survey 
indicate that the rate of domestic violence is essentially the same for whites (5.4 
per 1,000), blacks (5.8 per 1,000), and Hispanics (5.5 per 1,000) (Bureau of 
Justice Statistics, 1994). All three National Incidence Studies of Child Abuse and 
Neglect found no significant relationships between the incidence of maltreatment 
and the child’s race or ethnicity (Sedlak and Broadhurst, 1996). 

The two National Family Violence Surveys, however, found stronger rela- 
tionships between race/ethnicity and both violence between partners and violence 
toward children. Although in the first National Family Violence Survey, the 
difference in rates between blacks and whites disappeared when income was 
controlled, an analysis of the larger dataset from the Second National Family 
Violence Survey 1 found that some differences persisted even when income was 
controlled (Gelles and Straus, 1988). The second survey also found significantly 
higher rates of domestic violence and child physical abuse among Hispanics than 
among non-Hispanic whites. When income, place of residence (urban/nonurban), 
and age were controlled, the differences disappeared for domestic violence but 
remained for severe physical abuse of children (Straus and Smith, 1990). 



Situational and Environmental Factors 
Personality Characteristics 

Researchers have searched for personality characteristics or psychiatric dis- 
orders to explain the behavior of family violence perpetrators. Only a small 



! The Second National Family Violence Survey included oversamples of both blacks and Hispanics 
(Gelles and Straus, 1988). 
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percentage of parents involved in child maltreatment are diagnosed with a psy- 
chiatric disorder (Steele and Pollock, 1974). Although no consistent pattern has 
emerged, identification of psychiatric disorders in perpetrators, when present, is 
important in determining appropriate intervention strategies, especially in cases 
involving depression or schizophrenia. 

Although a consistent profile of parental psychopathology or a significant 
level of parental mental disturbance has not been supported (Melnick and Hurley, 
1969; Polansky et al., 1981, 1992; Spinetta and Rigler, 1972), a set of personality 
characteristics associated with child maltreatment has emerged with sufficient 
frequency to warrant attention. These characteristics include low self-esteem, 
external locus of control, poor impulse control, depression, anxiety, and antiso- 
cial behavior (National Research Council, 1993a). 

A number of studies have found a high incidence of psychopathology and 
personality disorders, most frequently antisocial personality disorder, borderline 
personality organization, and post-traumatic stress disorder among men who as- 
sault intimate partners (Hamberger and Hastings, 1986, 1988, 1991; Hart et al., 
1993; Dutton and Starzomski, 1993; Dutton, 1994, 1995b; Dutton et al., 1994). 
Nonetheless, batterers appear to be a heterogeneous group, a finding that has led 
some researchers to develop typologies to represent different subgroups (Gondolf, 
1988; Saunders, 1992). In some cases, the psychological needs of perpetrators 
can reflect socially constructed role expectations, especially when cultural norms 
can provide social permission for males to terrorize and control their partners 
(Warshaw, 1997). A high incidence of psychological or emotional problems 
among those who physically abuse an elderly relative has also been reported 
(Pillemer, 1986). 

Stress and Marital Conflict 

A number of stressful life events, such as unemployment, financial prob- 
lems, and sickness or death in the family have been identified as possibly related 
to violence. For example, an association between unemployment and child mal- 
treatment has been documented by a number of researchers (e.g., Gabinet, 1983; 
Gelles and Hargreaves, 1981; Krugman et al., 1986; Whipple and Webster- 
Stratton, 1991). In another analysis, high levels of marital conflict and low 
socioeconomic status emerged as the primary predictors of increased likelihood 
and severity of wife assault (Hotaling and Sugarman, 1990). The relationship 
among stressful life events, the personalities of the people affected by them, and 
the role of stress as a factor in marital conflict and family violence remains poorly 
understood. For example, it is not certain whether individuals in violent relation- 
ships lack specific skills that can improve their ability to negotiate and compro- 
mise and eliminate the use of violence as a strategy to resolve conflict, or whether 
the sources of marital conflict in seriously or frequently violent relationships are 
different from those that characterize other relationships (Hotaling and Sugarman, 
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1990). Conflict over heavy drinking by husbands, often exacerbated by their 
employment or status insecurity (such as having less education than their wives) 
illustrates the type of interaction that may increase the use of violence as a 
conflict resolution strategy. 



Social Isolation and Social Support 

The data on social isolation are somewhat less consistent than are the data for 
the previously discussed correlates. First, because so much of the research on 
family violence is cross-sectional, it is not clear whether social isolation precedes 
violence in the home or is a consequence of it. Second, social isolation has been 
crudely measured, and the purported correlation may be more anecdotal than 
statistical. Nevertheless, researchers often agree that people who are socially 
isolated from neighbors and relatives are more likely to be violent in the home. 
Social support appears to be an important protective factor. One major source of 
social support is the availability of friends and family for help, aid, and assis- 
tance. The more a family is integrated into the community and the more groups 
and associations they belong to, the less likely they are to be violent (Straus et al., 
1980). 



Intergenerational Transmission of Violence 

The notion that abused children grow up to be abusing parents and violent 
adults has been widely expressed in the family violence literature (Gelles, 1980). 
One review that examined self-reports of the intergenerational transmission of 
violence toward children concluded that the best estimate of the rate of inter- 
generational transmission is 30 percent (Kaufman and Zigler, 1987). Although a 
rate of 30 percent is substantially less than the majority of abused children, it is 
considerably more than the rate of 2 to 4 percent found in the general population 
(Straus and Gelles, 1986). A study that examined continuity and discontinuity of 
abuse in a longitudinal study of high-risk mothers and their children found that 
mothers who had been abused as children were less likely to abuse their own 
children if they had emotionally supportive parents, partners, or friends (Egeland 
et al., 1987). In addition, the abused mothers who did not abuse their children 
were described as “middle class” and “upwardly mobile,” suggesting that they 
were able to draw on economic resources that may not have been available to the 
abused mothers who did abuse their children. A study that looked prospectively 
at the cycle of violence hypothesis found that physically abused and neglected 
children are at risk of becoming violent offenders when they grow up, compared 
with matched controls of the same age, sex, race, and approximate social class 
(Widom, 1989b). 

Evidence from studies of parental and marital violence indicates that, al- 
though witnessing or experiencing violence by caregivers in one’s family of 
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origin is often correlated with later violent behavior, such experience is not the 
sole determining factor. When the intergeneration al transmission of violence 
occurs, it is probably the result of a complex set of social and psychological 
processes and confounded with other, more discriminating risk markers, such as 
marital conflict and socioeconomic status (Hotaling and Sugarman, 1990). 

Some studies have examined childhood sexual abuse as a risk factor for 
committing sex crimes as an adult. A review of 23 retrospective and 2 prospec- 
tive studies concluded that experiencing childhood sexual abuse is neither a 
necessary nor a sufficient cause of adult sexual offending (U.S. General Account- 
ing Office, 1996). However, one of the prospective studies did find a significant 
correlation between being sexually abused as a child and being arrested for 
prostitution as an adult (Widom and Ames, 1994). 

Although experiencing and witnessing violence is believed to be an impor- 
tant risk factor, the actual mechanism by which violence is transmitted from 
generation to generation is not well understood. The role of the media, for 
example, may have a powerful influence in transmitting sex-role expectations, 
conflict resolution strategies, and images of family interactions. 

Alcohol and Drug Use 

The use of alcohol is often associated with aggression, suggesting that it may 
be a risk factor for family violence, but the associations among alcoholism, drug 
use, and family violence are poorly understood. Results of studies on alcoholism 
and child maltreatment have been contradictory, with some studies finding a 
significant relationship and others not (Hamilton and Collins, 1985; Widom, 
1992). Estimates of the extent of alcoholism among abusive parents range from 
18 to 38 percent, compared with estimates of 6 to 16 percent for the general 
population (Harford and Parker, 1994; Robins et al., 1984; Widom, 1992). 

Alcohol use has been reported in 25 to 85 percent of incidents of domestic 
violence (Kantor and Straus, 1987). Although alcohol consumption patterns are 
associated with other variables related to violence (such as witnessing violence in 
one’s home) (Kantor, 1993), the positive relationship of men’s drinking to do- 
mestic violence persists even after sociodemographic variables, hostility, and 
marital satisfaction are statistically controlled for (Leonard and Blane, 1992; 
Leonard and Senchak, 1993; Hotaling and Sugarman, 1990). Men’s drinking 
patterns, particularly binge drinking, are associated with domestic violence across 
all ethnic and social classes (Kantor, 1993). Alcohol abuse is also present in a 
large proportion of elder abuse cases (Pillemer, 1986). 



Gender Inequality and Sex-Role Expectations 

An important risk factor for violence against women appears to be gender 
inequality. Individual, aggregate, and cross-cultural data find that the greater the 



48 



VIOLENCE IN FAMILIES 



degree of gender inequality in a relationship, community, and society, the higher 
are the rates of violence toward women (Browne and Williams, 1993; Coleman 
and Straus, 1986; Levinson, 1989; Morley, 1994; Straus, 1994; Straus et al., 
1980). 

One review of 52 case-comparison studies did not find significant differ- 
ences in measures of sex role inequality between violent and nonviolent couples 
(Hotaling and Sugarman, 1986). In a later analysis, the authors observe that 
expectations about division of labor in the household was one of four markers 
associated with a risk factor that they labeled “marital conflict.” The other three 
markers were marital conflict, frequency of husband’s drinking, and educational 
incompatibility (Hotaling and Sugarman, 1990). 

Presence of Other Violence 

A final general risk factor is that the presence of violence in one family 
relationship increases the risk that there will be violence in others. For example, 
children in homes in which there is violence between their parents are more likely 
to experience violence than are children who grow up in homes where there is no 
such violence. Moreover, children who witness and experience violence are 
more likely to use violence toward their parents and siblings than are children 
who do not experience or see violence in their homes (Straus et al., 1980; Straus 
and Gelles, 1988; Fagan and Browne, 1994). 



Risk Factors for Victims 

Early research in domestic violence and child maltreatment looked for fac- 
tors that differentiated victims from nonvictims. It was suggested that personal- 
ity or other personal traits of victims could provoke anger or aggression. Much of 
this research has been criticized on methodological grounds (e.g., Leventhal, 
1981), and it has been suggested that personality traits of victims identified in 
some early studies were the result rather than the cause of the violence (Hotaling 
and Sugarman, 1990; Pittman and Taylor, 1992). Compared with research on 
offenders, there has been somewhat less recent research on victims of family 
violence that focuses on factors that increase or reduce the risk of victimization. 
Most research on victims examines the consequences of victimization (e.g., de- 
pression, psychological distress, suicide attempts, symptoms of post-traumatic 
stress syndrome) and the effectiveness of various intervention efforts. 

Children 

Early research suggested that a number of factors raise the risk of a child’s 
being abused. Low-birth weight babies (Parke and Collmer, 1975), premature 
babies (Elmer and Gregg, 1967; Newberger et al., 1977; Parke and Collmer, 
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1975; Steele and Pollock, 1974), and children with developmental or other dis- 
abilities (Friedrich and Boriskin, 1976; Gil, 1971; Steinmetz, 1978) were all 
described as being at greater risk of being abused by their parents or caregivers. 
However, a review of such studies calls into question many of these findings 
(Starr, 1988). One major problem is that few investigators used matched com- 
parison groups. More recent studies did not find premature babies or children 
with disabilities as being at higher risk for abuse (Egeland and Vaughan, 1981; 
Starr etal., 1990). 

The very youngest children appear to be at the greatest risk of abuse, espe- 
cially the most dangerous and potentially lethal forms of violence (Fergusson et 
al., 1972; Gil, 1971; Johnson, 1974). Not only are young children physically 
more fragile and thus more susceptible to injury, but also their vulnerability 
makes them more likely to be reported and diagnosed as abused when injured. 
Older children are most likely to be underreported as victims of abuse. 

Marital Partners 

Being female is the most consistent risk factor for being a victim of domestic 
violence (Hotaling and Sugarman, 1986). Early studies unsuccessfully attempted 
to find a psychological profile that put a woman at risk of being battered. Early 
descriptive and clinical accounts described battered women as dependent, having 
low esteem, and feeling inadequate and helpless (Ball, 1977; Hilberman and 
Munson, 1977; Shainess, 1979; Walker, 1979) and reported a high incidence of 
depression and anxiety among clinical samples (Hilberman, 1980). Later studies 
have questioned whether these victim characteristics were present before the 
women were battered or are the result of the victimization (Hotaling and 
Sugarman, 1990). Clinical studies often use small and selective samples and fail 
to have comparison groups. 

A comprehensive review of risk factors found that the only one consistently 
associated with being a victim of physical abuse was having witnessed parental 
violence as a child (Hotaling and Sugarman, 1986). As noted earlier, this finding 
was modified in a later review, and the authors attribute this modification to the 
use of multivariate analysis that can distinguish between minor and severe vio- 
lence, marital conflict, and the use of violence in the home (Hotaling and 
Sugarman, 1990). 



Research on elder abuse is divided on whether elder victims are more likely 
to be physically, socially, and emotionally dependent on their caregivers or 
whether it is the offender’s dependence on the victim that increases the risk of 
elder abuse (see Pillemer and Suitor, 1992; Steinmetz, 1990). Conventional 
wisdom suggests that it is the oldest, sickest, most debilitated, and dependent 
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elders who are prone to the full range of mistreatment by their caregivers. How- 
ever, Pillemer and Suitor (1992) have found that the victim’s dependence was not 
as powerful a risk factor as perceived by clinicians, the public, and some re- 
searchers. A history of violence, particularly between spouses, may be predictive 
of elder abuse in later life (Lachs and Pillemer, 1995). 

INTERVENTIONS 

A broad set of public and private initiatives at the national, state, and local 
levels has generated a complex array of institutions to address the consequences 
and the origins of family violence, but the dimensions of this effort are difficult to 
observe or measure (see Table 2-2). The large majority of legal, health, and 
social service interventions and programs relies extensively on community re- 
sources that reflect both regional strengths and limitations. In some cases, such 
efforts have emerged in the absence of national legislation to determine eligibility 
criteria or accountability standards as a basis for federal funding, and activities 
have evolved in health, social service, and legal settings (such as home visitations 
programs and adult protective services) that were not designed with the treatment 
or prevention of family violence as a primary goal. In other cases, federal and 
congressional initiatives sought to influence the design of interventions by estab- 
lishing eligibility criteria, funding direct services, and specifying key elements of 
program design (such as the Family Violence Prevention and Services Act, the 
Child Abuse Prevention and Treatment Act, and the Violence Against Women 
legislation). As a result, the overall “system” of family violence interventions is 
highly disjointed, loosely structured, and often lacks central coordinating offices 
or comprehensive service delivery systems. 



Fragmentation of Services 

The fragmented nature of the categorical services involved in addressing 
different aspects of family violence has inhibited the development of a detailed 
picture and integrated datasets in this field. The fragmentation of services dis- 
courages research and cost analyses in assessing the impact and outcomes of 
family violence; it is therefore difficult to determine whether sufficient services 
exist in selected settings, the ways in which services address selected goals (such 
as identification, prevention, protection, or treatment), or the conditions under 
which persons in need of services do not have access to appropriate care. Victims 
of domestic violence, for example, may be seen by emergency department per- 
sonnel, other health care providers, court officials, and battered women’s shelter 
staff, but rarely do these service or agency staff members have an opportunity to 
collaborate, review, or understand the full dimensions of the victim’s needs and 
experiences. Children who have been assaulted by relatives in their homes may 
have also witnessed incidents of violence between their parents, but the social 
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service agency and law enforcement personnel who respond to cases of child 
maltreatment may not be in a position to address other forms of violent behavior 
in the home. 

The fragmentation of the field has led some observers to question whether 
there is, in fact, a unified body of research and knowledge that can inform and 
integrate the different dimensions of this social problem. This complicated ter- 
rain has also discouraged and impeded efforts to determine the scope of federal, 
state, or local treatment and prevention programs, many of which are authorized 
and funded through a series of statutes that lack a coherent framework or strategy. 
Yet the broad array of services and resources, while poorly integrated, serves an 
extensive population. The lack of evidence and analysis about the effectiveness 
of the system of interventions as a whole does not mean that individual services 
are not doing an adequate job in addressing the needs of individual clients and 
communities. But the absence of coherence in the system of family violence 
interventions makes it difficult to observe or understand ways in which discrete 
parts of this system may interact, complement, or conflict with each other. 

In some cases, federal programs have provided resources to assist with orga- 
nizing services, technical assistance, and data collection requirements that have 
helped to standardize a developing program or set of activities. Yet federal 
efforts lack a set of common goals or comprehensive strategy and often reflect 
administrative desires to meet the needs of child or adult victims in the context of 
existing service systems rather than initiating broad reforms focused explicitly on 
family violence. Furthermore, the role of the federal government has in large part 
been designed to strengthen and support local or state initiatives that reflect an 
enormous array of policy and program strategies, often through unrestricted block 
grants. The inherent flexibility in these types of funding mechanisms inhibits 
national or regional efforts to collect data on the clients, program outcomes, and 
measures of effectiveness. 

The broad scope and desegregated nature of federal efforts in the area of 
family violence interventions are reflected in a 1986 report prepared by the 
Office of the Assistant Secretary for Planning and Evaluation in the U.S. Depart- 
ment of Health and Human Services (DHHS) (U.S. Department of Health and 
Human Services, 1986). It is the last known federal interdepartmental review of 
programs focused on child abuse and neglect, domestic violence, and elder abuse; 
it identifies nine federal departments and three independent agencies that provide 
services or sponsor research relevant to family violence (see Table 2-3). The 
1986 report was preceded by a detailed review of DHHS services for victims of 
domestic violence undertaken in 1979, when legislation for a categorical program 
of financial assistance for the provision of services to victims of domestic vio- 
lence was being considered by the Congress (U.S. Department of Health and 
Human Services, 1981). The 1981 report noted that no information on services 
for domestic violence victims had been routinely collected in prior years, because 
no programs within DHHS had a specific mandate to serve these victims. This 
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TABLE 2-3 Federal Programs That Provide Services or Sponsor Research 
Relevant to Family Violence 



Department of Health and Human Services 

Social services 
Project SHARE 

Community services block grant 

Office of Human Development services 

Coordinated discretionary funds program 

Social services block grant 

Child welfare services 

Foster care and adoption assistance 

Head Start program 

Runaway and homeless youth program 

Developmental disabilities program 

Native Americans program 

Older Americans program 

Child abuse and neglect prevention and treatment program 
National Center on Child Abuse and Neglect 
Advisory Board on Child Abuse and Neglect 

Health 

Medicaid (Title XIX) 

Primary care block grant 

Maternal and child health block grant 

Alcohol, Drug Abuse and Mental Health Services block grant 

Preventive Health and Health Services block grant 

Centers for Disease Control and Prevention 

Adolescent Family Life Program 

Indian Health Service Program 

National Institute of Mental Health 

National Institute on Aging 

National Institute on Alcohol Abuse and Alcoholism 
National Institute on Drug Abuse 

National Institute on Child Health and Human Development 
Income support 

Aid to Families with Dependent Children 
Supplemental Security Income Program 

Department of Agriculture 
Food stamps 
Extension Service 

Americorps 

The Foster Grandparent Program 
Retired Senior Volunteer Program 
Volunteers in Service to America (VISTA) 



continued on next page 
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TABLE 2-3 ( Continued) 

Department of Defense 
Department of Education 

Department of Housing and Urban Development 

Department of the Interior 

Department of Justice 

Violence against women grants 
National Institute of Justice 
Office of Victims of Crime grants 

Department of Transportation 

Department of the Treasury 

United States Commission on Civil Rights 

General Services Administration 

SOURCE: U.S. Department of Health and Human Services, 1986. 



report describes ways in which 13 separate DHHS service programs had been 
used to provide assistance to victims of domestic violence, although the vast 
majority of the eligibility requirements for these programs did not include domes- 
tic violence. 

For example, through the Social Services (Title XX) program, states receive 
federal funding for their child protective services programs, which provide social 
services designed to protect children from abuse, neglect, and exploitation. Ser- 
vice providers who participated in the survey that was part of the 1981 DHHS 
report indicated that they refer victims of spouse abuse to other service providers 
(such as shelters or adult protective services programs) for direct help with the 
problem of domestic violence (U.S. Department of Health and Human Services, 
1981). Asa result, multiple agencies may become involved in meeting the needs 
of one family, and problems of coordination and integration of services become 
increasingly important with the emergence of specialized services. 



Impacts and Costs 

The costs associated with family violence include two key components: (1) 
direct costs, those of providing treatment and services, and (2) indirect costs, such 
as reduced productivity, diminished quality of life (including pain and suffering), 
and decreased ability to care for oneself or others. It is extremely difficult to 
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estimate the range of these costs. Efforts to collect data on the dimensions of the 
programs and services are impeded by their desegregated nature and their reli- 
ance on different reporting measures and units of analysis. Yet it is known that 
the injuries and mental health problems that occur in the wake of family violence 
have imposed a heavy burden on a broad range of service providers, including 
women’s shelters, schools, hospitals, mental health clinics, police stations, and 
district attorney’s offices. Responses to reports of domestic violence or the 
endangerment of children, for example, involve time-consuming and costly in- 
vestigations to determine program eligibility by a broad range of social service 
programs, including child protective services, children and family resource pro- 
grams, child welfare, and foster care offices. 

In cases in which injury has occurred and the victim or caregivers seek 
medical assistance, a wide range of health resources may be used, such as emer- 
gency department and trauma centers; various medical services, including pediat- 
ric, obstetric, and gynecological services; mental health services; oral health and 
nursing facilities; orthopedic, neurological, and radiological treatment programs; 
and community health centers. One recent study of the cost implications of 
treating children in a pediatric intensive care unit, for example, reported that 
children rendered critically ill from abuse differ markedly from other critically ill 
children in terms of age, severity of injury, mortality, and expenses for acute 
medical care (Irazuzta et al., 1997). This study further indicated that, despite the 
resource-intensive nature of their cases, children whose caregivers sought medi- 
cal treatment for abuse-related injuries in an intensive care unit were at greater 
risk of death and severe residual morbidity, often because of irreversible brain 
injury, than the general patient population in the same unit within the time period 
of the study. 

The legal system has been profoundly affected by the problem of family 
violence, especially in handling cases involving decisions about child placement, 
termination of parental rights, and abuse by intimate partners. Massachusetts 
state courts, for example, issued almost 100,000 restraining orders during the 
period 1992-1994; on average, once every 10 minutes in Massachusetts a victim 
of domestic violence seeks a restraining order against an abusive defendant 
(Adams, 1994). The documentation and treatment of reports of family violence, 
especially abuse by intimate partners, presents a significant burden on local po- 
lice agencies and state and municipal courts, including the criminal, family, and 
juvenile justice systems (Cochran, 1994). More recently, a broad range of volun- 
tary and quasi-public programs have emerged to deal with the aftermath and 
prevention of family violence, including battered women’s shelter programs, 
child fatality review teams, children’s trust fund organizations, family preserva- 
tion services, and local and state coordinating councils. 

The true range of costs associated with the immediate impact of family 
violence is simply unknown, but conservative estimates would suggest that the 
costs are quite large. Estimates vary widely depending on the definitions applied, 
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the measurement of both extent and service utilization, and assumptions about 
the cost of service utilization (see Table 2-4). The expenses of treatment pro- 
grams for child maltreatment have been estimated to cost more than $500 million 
annually (U.S. General Accounting Office, 1991a); these costs cover only direct 
services (such as medical treatment, short-term foster care, and specialized edu- 
cation) and do not include mental health or educational services that may be 
required as a long-term consequence of child abuse or neglect. The General 
Accounting Office estimate also does not include additional costs associated with 
juvenile courts, longer-term foster care, drug or alcohol treatment, adult criminal 
activities, foregone future earnings, and potential welfare dependence, which 
have been acknowledged as consequences of child maltreatment but not quanti- 
fied. 



TABLE 2-4 Estimated Annual Costs of Family Violence 



Study 


Costs Included 


Annual Cost Estimate 
(for U.S., unless 
otherwise noted) 


Straus, 1986 


Data related to intrafamily violence 


$1.7 billion 


Daro, 1988 


Medical costs 

Rehabilitation and special education 
Foster care 
Lost productivity 


$20 million^ 

$7 million 
$7.1 billion 

$658 million-$1.3 billion 


Meyer, 1992 


Short- and long-term medical 
treatment and lost productivity 


$5 : $10 billion^ 7 


Dayaratna, 1992 


National health care costs generated as 
a function of $326.6 million annual 
health care costs for Pennsylvania 
Blue Shield 


$6.5 billion^ 7 


Zorza, 1994 


National costs generated as a function 
of $506 million annual health care 
medical costs for New York City 


$31 billion^ 7 


Miller et al., 
1994 


Medical bills; out-of-pocket expenses; 
property losses; productivity losses at 
home, school, work; pain, suffering, 
and lost quality of life 


$67 billion^ 7 



"Includes only costs of child maltreatment. 
^Includes only costs of partner abuse. 



SOURCE: Committee on the Assessment of Family Violence Interventions, National 
Research Council and Institute of Medicine, 1998. 
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Recent estimates place the annual cost of domestic violence in the United 
States at between $1.7 billion (Straus, 1986) and $140 billion (Miller et al., 
1994). The variation among cost estimates stems from differences in the vari- 
ables selected to generate cost figures; for example, Miller’s estimate includes a 
high set of indirect costs associated with pain and suffering, which were not 
included in the Straus estimates. Another major source of difference is the 
definition used to determine the size of the victimized population. Depending on 
what prevalence estimates are used, the number of cases for which costs are 
estimated is affected. And the larger the prevalence rate used, the higher the 
annual estimate of total cost. One way to narrow the wide range of cost estimates 
would be to generate a national estimate of the prevalence or incidence of specific 
types of family violence. The Centers for Disease Control and Prevention, for 
example, is involved in an effort to define intimate violence in a form that could 
be used to establish national baseline rates. An interagency task force on child 
abuse and neglect is conducting a similar effort to define child maltreatment so 
that common data elements could be established in research studies in this field. 

The consequences of victimization are another variable that can generate 
vastly differing total costs. Cost estimates can include mental as well as physical 
health, long- as well as short-term treatment costs, family or social costs (such as 
lower productivity, absenteeism, high rates of turnover, and loss of earnings) as 
well as personal costs, indirect as well as direct costs, and costs of services for 
perpetrators as well as for victims. A model that includes emergency room costs 
only will generate a smaller total cost estimate than one that includes the cost of 
long-term mental health services to victims, which may not be accrued until 
months or years after an abusive incident. 

Once it has been determined how many cases of family violence should be 
counted and what costs will be measured, the source of cost data can affect total 
cost estimates. Conservative estimates may rely on cost data that are relatively 
easy to obtain, such as the cost of medical treatment; such estimates may thus be 
limited to expenses directly associated with service fees. In contrast, comprehen- 
sive cost estimates may include indirect costs for which no reliable estimate is 
available, such as the cost of diminished productivity and the costs incurred by 
the need to provide volunteer advocacy services. Large differences between total 
cost figures associated with estimating the impact of the problem of family vio- 
lence can result from the inclusion or elimination of such indirect costs. 

The size of indirect cost measurements can be influenced by various estimat- 
ing factors, such as the use of econometric forecasting techniques, including 
discount rates and future productivity costs. Applying annual productivity in- 
crease rates and discount rates will affect the total cost and result in a more 
sophisticated, and theoretically more accurate, estimate. The techniques used to 
estimate loss of productivity, usually human capital or willingness-to-pay ap- 
proaches, also affect indirect cost measurements. 

The more comprehensive the model, the greater the cost estimate it yields 
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(Table 2-4). One comprehensive model for estimating the annual cost of domes- 
tic violence includes direct costs, such as health care costs, social service costs, 
and criminal justice costs, as well as indirect costs, such as morbidity and mortal- 
ity costs, which measure lost output when a victim is incapacitated or killed (Rice 
et al., 1996). Several assumptions are implicit in the model: that direct cost 
components can be estimated with available data on charges and expenditures for 
goods and services; that a discount rate of 4 percent and an average annual 
increase in productivity of 1 percent are appropriate in generating future costs, 
and that certain other costs of health and social services, such as moral support 
and advocacy for victims, should be excluded. The costs of these may be signifi- 
cant, but no reliable data exist from which to estimate them. 

A cost estimate for child maltreatment for the year 1983 was developed by 
calculating the number of child abuse reports received, what percentage were 
substantiated, and what percentage actually received various types of services, 
including foster care (Daro, 1988). It estimated that the immediate cost of hospi- 
talizing abused and neglected children was $20 million annually, rehabilitation 
and special education cost $7 million annually, and foster care costs were $460 
million annually. Additional short-term costs include education, juvenile court, 
and private therapy costs. Longer-term costs included $14.8 million for juvenile 
court and detention costs, $646 million for long-term foster care, and future lost 
earnings of abused and neglected children of between $658 and $1.3 billion. 

Extrapolating Daro’s costs for 1994, Westman (1995) included estimates for 
hospitalization, rehabilitation and special education, foster care, social services 
case management, and court expenses. His cost estimate was between $8.4 and 
$32.3 billion each year, based on a range of $12,174 to $46,870 per maltreated 
child per year. 

Miller et al. (1994) estimate that personal crime costs Americans $105 bil- 
lion each year. Including pain and suffering, the cost rises to $450 billion. 
Violent crime accounts for $426 billion of the total. The authors estimate that 
child abuse costs $67,000 per incident, sexual abuse $99,000, and emotional 
abuse $27,000 for an average of $60,000 per incident of child abuse. The authors 
estimated that child neglect costs $9,700 per incident. Thus, the total cost of 
child abuse and neglect per year is estimated to be $56 billion. Miller et al. 
(1994) do not include in their estimate the cost for sibling violence, noncriminal 
violence toward parents, or noncriminal elder abuse. Thus, their cost estimate of 
$77 billion for child abuse and domestic violence still underestimates the total 
costs of family violence each year. 

What is also unknown in reviewing these cost estimates is the extent to 
which existing expenses associated with health, social services, and legal ser- 
vices could be reduced if effective preventive interventions were in place. Re- 
ducing the scope of family violence and mitigating its consequences would have 
some impact on existing service expenses, most of which are borne by individu- 
als or public agencies, but the size of that impact remains uncertain. 
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Improving the standards of evidence used in the evaluation of family vio- 
lence interventions is one of the most critical needs in this field. Given the 
complexity and unique history of family violence interventions, researchers and 
service providers have used a variety of methods and a broad array of measures 
and evaluation strategies over the past two decades. This experimentation has 
contributed important ideas (using qualitative and quantitative methods) that have 
helped to establish a baseline for the assessment of individual programs. What is 
lacking, however, is a capacity and research base that can offer specific guidance 
to key decision makers and the broader service provider community about the 
impact or relative effectiveness of specific interventions, as well as broad service 
strategies, to address the multiple dimensions of family violence. 

Recognizing that more rigorous studies are needed to better determine “what 
works,” “for whom,” “under what conditions,” and “at what cost,” the committee 
sought to identify research strategies and components of evaluation designs that 
represent key opportunities for improvement. The road to improvement requires 
attention to four areas: (1) assessing the limitations of current evaluations, (2) 
forging functional partnerships between researchers and service providers, (3) 
addressing the dynamics of collaboration in those partnerships, and (4) exploring 
new evaluation methods to assess comprehensive community initiatives. 

The emerging emphasis on integrated, multifaceted, community-based ap- 
proaches to treatment and prevention services, in particular, presents a new di- 
lemma in evaluating family violence interventions: comprehensive interventions 
are particularly difficult, if not impossible, to implement as well as study using 
experimental or quasi-experimental designs. Efforts to resolve this dilemma may 
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benefit from attention to service design, program implementation, and assess- 
ment experiences in related fields (such as substance abuse and teenage preg- 
nancy prevention). These experiences could reveal innovative methods, common 
lessons, and reliable measures in the design and development of comprehensive 
community interventions, especially in areas characterized by individualized ser- 
vices, principles of self-determination, and community-wide participation. 

Improving on study design and methodology is important, since technical 
improvements are necessary to strengthen the science base. But the dynamics of 
the relationships between researchers and service providers are also important; a 
creative and mutually beneficial partnership can enhance both research and pro- 
gram design. 

Two additional points warrant mention in a broad discussion of the status of 
evaluations of family violence interventions. First, learning more about the 
effectiveness of programs, interventions, and service strategies requires the de- 
velopment of controlled studies and reliable measures, preceded by detailed pro- 
cess evaluations and case studies that can delve into the nature and clients of a 
particular intervention as well as aspects of the institutional or community set- 
tings that facilitate or impede implementation. Second, the range of interactions 
between treatment and clients requires closer attention to variations in the indi- 
vidual histories and social settings of the clients involved. These interactions can 
be studied in longitudinal studies or evaluations that pair clients and treatment 
regimens and allow researchers to follow cohorts over time within the general 
study group. 

ASSESSING THE LIMITATIONS OF CURRENT EVALUATIONS 

The limitations of the empirical evidence for family violence interventions 
are not new, nor are they unique. For violence interventions of all kinds, few 
examples provide sufficient evidence to recommend the implementation of a 
particular program (National Research Council, 1993b). And numerous reviews 
indicate that evaluation studies of many social policies achieve low rates of 
technical quality (Cordray, 1993; Lipsey et al., 1985). A recent National Re- 
search Council study offered two explanations for the poor quality of evaluations 
of violence interventions: (1) most evaluations were not planned as part of the 
introduction of a program and (2) evaluation designs were too weak to reach a 
conclusion as to the program’s effects (National Research Council, 1993b). 

The field cannot be improved simply by urging researchers and service 
providers to strengthen the standards of evidence used in evaluation studies. Nor 
can it be improved simply by urging that evaluation studies be introduced in the 
early stages of the planning and design of interventions. Specific attention is 
needed to the hierarchy of study designs, the developmental stages of evaluation 
research and interventions, the marginal role of research in service settings, and 
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the difficulties associated with imposing experimental conditions in service set- 
tings. 



A Hierarchy of Study Designs 

The evaluation of family violence interventions requires research directed at 
estimating the unique effects (or net impact) of the intervention, above and be- 
yond any change that may have occurred because of a multitude of other factors. 
Such research requires study designs that can distinguish the impact of the inter- 
vention within a general service population from other changes that occur only in 
certain groups or that result simply as a passage of time. These design commonly 
involve the formation of (at least) two groups: one composed of individuals who 
participated in the intervention (often called the treatment or experimental group) 
and a second group composed of individuals who are comparable in character 
and experience to those who participated in the intervention but who received no 
services or received an intervention that was significantly different from that 
under study (the control or comparison group). Some study designs involve 
multiple treatment groups who receive modified forms of the services that are the 
subject of the evaluation; other studies use one subject group, but sample the 
group at multiple times prior to and after the intervention to determine whether 
the measures immediately before and after the program are a continuation of 
earlier patterns or whether they indicate a decisive change that endures after the 
cessation of services; this is called a time-series design (Campbell and Stanley, 
1966, and Weiss, 1972, are two comprehensive primers on the basic principles 
and designs of program assessment and evaluation research). 

Study designs that rely on a comparison group, or that use a time-series 
design, are commonly viewed as more reliable than evaluation studies that sim- 
ply test a single treatment group prior to and after an intervention (often called a 
pre-post study). More rigorous experimental designs, which involve the use of a 
randomized control group, are able to distinguish changes in behavior or attitude 
that occur as a result of the intervention from those that are influenced by matu- 
ration (the tendency for many individuals to improve over time), self-selection 
(the tendency of individuals who are motivated to change to seek out and con- 
tinue their involvement with an intervention that is helping them), and other 
sources of bias that may influence the outcome of the intervention. 

The importance of estimating the net impact of innovative services and 
determining their comparative value highlights several technical issues: 

1. The manner in which the control or comparison groups are formulated 
influences the validity of the inference that can be drawn regarding net effects. 

2. The number of participants enrolled in each group (the sample size) must 
be sufficient to permit statistical detection of differences between the groups, if 
one exists. 
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3. There should be agreement among interested parties that a selected out- 
come is important to measure, that it is a valid reflection of the objective of the 
intervention, and that it can reflect change over time. 

4. Evidence is needed that the innovative services were actually provided as 
planned, and that the differences between the innovative services and usual ser- 
vices were large enough to generate meaningful differences in the outcome of 
interest. 

Over the last few decades, evaluation research has developed a general con- 
sensus about the relative strength of various study designs used to assess the 
effectiveness (or net effects) of interventions (Figure 3-1; see also Green and 
Byar, 1984). The lowest level of evidence in the hierarchy is nonexperimental 
designs, which include case studies and anecdotal reports. This type of research 
often consists of detailed histories of participant experiences with an interven- 
tion. Although they may contain a wealth of information, nonexperimental stud- 
ies cannot provide a strong base for inference because they are unable to control 
for such factors as maturation, self-selection, the interaction of selection and 
maturation (the tendency for those with more or less severe problem levels to 
mature at differential rates), historical influences that are unrelated to the inter- 
vention, other interventions they may have received, a variety of response biases 
and demand characteristics, and changes in instrumentation (the interviewer be- 
comes more familiar with the client over the course of the study). 

The next level of evidence is quasi- experimental research designs (levels 4 
through 6 in Figure 3-1). Although these designs can improve inferential clarity, 
they cannot be relied on to yield unbiased estimates of the effects of interventions 
because the research subjects are not assigned randomly. Two research reviews 
of family violence interventions suggest that some trustworthy information can 
be extracted from quasi-experimental designs, so they are not without merit 
(Finkelhor and Berliner, 1995; Heneghan et al., 1996). Although quasi-experi- 
mental study designs can provide evidence that a relationship exists between 
participation in the intervention and the outcome, the magnitude of the net effect 
is difficult to determine. In other fields, quasi-experimental results are more 
trustworthy when the studies involve a broader evidential basis than simple pre- 
post designs (Cook and Campbell, 1979; Cordray, 1986). 

The highest level of evidence is experimental designs that include controls to 
restrict a number of important threats to internal validity. These are the least 
prevalent types of designs in the family violence literature. Although, in theory, 
properly designed and executed experiments can produce unbiased estimates of 
net effects, other threats to validity emerge when they are conducted in largely 
uncontrolled settings. Such threats involve various forms of generalization 
(across persons, settings, time, and other constructs of interest), statistical prob- 
lems, and logistical problems (e.g., differential attrition from measurement or 
noncompliance with the intervention protocol). These other threats to validity 
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can be addressed by replications and the synthesis of research results, including 
the use of meta-analysis (Lipsey and Wilson, 1993). Replication is an essential 
part of the scientific process; replication studies can reveal evidence from both 
successes and failures. The proper use of research synthesis can provide a tool 
for understanding variation and similarities across studies and will uncover ro- 
bust intervention effects, if they are present, even if the individual studies are not 
generalizable because their samples are not representative, the interventions are 
unique, or their measures are inconsistent (Cook and Shadish, 1994; Cordray, 
1993; Colditz et al„ 1995). 

Developmental Stages of Research 

Interventions often undergo an evolutionary process that refines theories, 
services, and approaches over time. In the early stages, interventions generate 
reform efforts and evaluations that rely primarily on descriptive studies and 
anecdotal data. As these interventions and evaluation efforts mature, they begin 
to approach the standards of evidence needed to make confident judgments about 
effectiveness and cost. 

Current discussions about what is known about family violence interventions 
are often focused on determining the effectiveness or cost-effectiveness of se- 
lected programs, interventions, or strategies. Conclusions about effectiveness 
require fairly high standards of evidence because an evaluation must demon- 
strate, with high certainty, that the intervention of interest is responsible for the 
observed effects. This high standard of evidence is warranted to change major 
policies, but it may inhibit a careful assessment of what can be derived from a 
knowledge base that is still immature. 

Of the more than 2,000 evaluation studies identified by the committee in the 
course of this study, the large majority consist of nonexperimental study designs. 
For example, one review of 29 studies of the treatment of sexually abused chil- 
dren indicated that more than half of the studies (17) were pre-post (also called 
before and after) designs that evaluated the same group of children at two or more 
time intervals during which some kind of professional intervention was provided 
(Finkelhor and Berliner, 1995). Similarly, a methodological review of intensive 
family preservation services programs excluded 36 of 46 identified program 
evaluations because they contained no comparison groups (Heneghan et al., 
1996). Thus, while hundreds of evaluation studies exist in the family violence 
research literature, most of them provide no firm basis for examining the relative 
impact of a specific intervention or considering the ways in which different types 
of clients respond to a treatment, prevention, or deterrence intervention. 

Still, nonexperimental studies can reveal important information in the devel- 
opmental process of research. They can illuminate the characteristics and expe- 
rience of program participants, the nature of the presenting problems, and issues 
associated with efforts to implement individual programs or to change systems of 
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service within the community. Although these kinds of studies cannot provide 
evidence of effectiveness, they do represent important building blocks in evalua- 
tion research. 



A similar developmental process exists on the programmatic side of inter- 
ventions. Many family violence treatment and prevention programs have their 
origins in the efforts of advocates concerned about children, women, elderly 
people, and the family unit. Over several decades of organized activity, these 
efforts have fostered the development of interventions in social service, health, 
and law enforcement settings that program sponsors believe will improve the 
welfare of victims or control and reduce the violent behavior of perpetrators. 
Some programs are based on common sense and legal authority, such as manda- 
tory reporting requirements; some are based on theories borrowed from other 
areas, such as counseling services for victims of trauma (Azar, 1988); and some 
are based on broad theories of human interaction that are difficult to 
operationalize, such as comprehensive community interventions. Rarely do fam- 
ily violence interventions result from the development of theory or data collec- 
tion efforts that precede the implementation of a particular program or strategy. 
Significant exceptions can be found in some areas, however, such as the treat- 
ment of domestic violence (especially the use of arrest policies) and the develop- 
ment of home visitation services and intensive family preservation services. All 
these interventions were preceded by research studies that identified critical deci- 
sion points in the intervention process that could be influenced by policy or 
service reforms (such as deterrence research in domestic violence cases) and 
research suggesting that families may be more responsive to services during 
times of crisis (such as a decision to move a child from a family setting into out- 
of-home placement) or change (such as the birth of a child). 

Initial attempts to implement strategies are followed by refinements that 
include concrete descriptions of services, the development of models to differen- 
tiate types of interventions, and the emergence of theories or rationales to explain 
why particular approaches ought to be effective. As these models are replicated, 
empirical evidence and experience emerge that clarify who is best served by a 
particular intervention and under what circumstances. As programs mature and 
become better articulated and implemented, the evaluation questions and meth- 
ods become more complex. 



Most research on family violence interventions is concentrated in social 
service settings, in which researchers have comparatively easy access to clients 
and can exert greater control over the service implementation process that accom- 
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panied the development of the intervention. Research is also concentrated in the 
area of child maltreatment, which has a longer history of interventions than 
domestic violence or elder abuse. It is important to reiterate that the distribution 
of the evaluation studies reviewed in this report does not match the history of the 
programs and the interventions themselves. Some interventions, such as home 
visitation and family preservation services, are comparatively new and employ 
innovative service strategies. Because they easily lend themselves to evaluation 
of small study populations, they have been the subject of numerous evaluation 
studies. Other, more extensive interventions, such as foster care, judicial rulings 
on child placement, and shelter services for battered women, involve larger num- 
bers of individuals and are more resistant to study because they are deeply em- 
bedded in major institutional or advocacy settings that are often not receptive to 
or do not have the resources to support research. As a result, research is often 
marginalized in discussions of the effectiveness of certain programs or service 
strategies, and the conditions that can foster empirical program evaluation studies 
are restricted to a fairly narrow range of program activity. 

This situation appears to be changing. The growing costs of ongoing inter- 
ventions have stimulated interest in the public sector in knowing more about the 
processes, effects, and outcomes associated with service strategies, interventions, 
and programs. In the site visits and workshops that were part of our study, 
program advocates with extensive experience with different service models ex- 
pressed a receptivity to learning more about specific components of service sys- 
tems that can allow them to tailor services to the individual needs of their clients 
and communities. Researchers have documented the variation among victims 
and offenders, suggesting that, in assigning cases to service categories, repetitive 
and chronic cases should be distinguished from those that are episodic or stimu- 
lated by unusual stress. Furthermore, inconsistent findings and uncertainties 
associated with the ways in which clients are referred to or selected for programs 
and interventions suggest that more attention should be focused on the pathways 
by which individual victims or offenders enter different service settings. 

There is now greater interest in understanding the social, economic, legal, 
and political processes that shape the development of family violence interven- 
tions. At the same time, program advocates have begun to focus on the develop- 
ment of comprehensive community interventions that can move beyond the diffi- 
culties associated with providing professional services in institutional settings 
and establish resource centers that can aid parents, families, women, and children 
in their own communities. The development of these comprehensive and indi- 
vidualized interventions has stimulated further interest in knowing more about 
the ways in which client characteristics, service settings, and program content 
interact to stimulate behavioral change and lead to a reduction in child maltreat- 
ment, domestic violence, and elder abuse. 
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Imposing Experimental Conditions in Service Settings 

It is difficult for researchers to establish good standards of evidence when 
they cannot exert complete control over the selection of clients and the imple- 
mentation of the intervention. But several strategies have emerged in other fields 
that can guide the development of evaluation research as it moves from its de- 
scriptive stage into the conduct of quasi-experimental and true experimental stud- 
ies. 

An important part of this process is the development of a “fleet of studies” 
(Cronbach and Snow, 1981) that can provide a broad and rich understanding of a 
specific intervention. For example, a recent report by the National Research 
Council and the Institute of Medicine used a variety of sources of evaluation 
information to examine the effects of needle exchange programs on the risk of 
HIV transmission for intravenous drug users (National Research Council, 1995). 
Several program evaluations conducted over several years made it possible for 
the study panel to examine the pattern of evidence about the effectiveness of the 
needle exchange program. Although each individual study of a given project was 
insufficient to support a claim that the needle exchange program was effective, 
the collective strengths of this fleet of studies taken together provided a basis for 
a firm inference about effectiveness. 

The only fleet of studies identified in our review of evaluations is the Spou- 
sal Arrest Replication Program (SARP) discussed in Chapter 5. In contrast, 
although multiple studies have been conducted of parenting programs and family 
support interventions (such as lay counseling, peer group support, and parent 
education), their dimensions, subject samples, and instrumentation are too varied 
to allow strong inferences to be developed at this time. 

Evaluation may lag behind the development and refinement of intervention 
programs, especially when there is a rush to experiment without establishing the 
necessary conditions for a successful endeavor. Premature experimentation can 
leave the impression that nothing works, especially if the problem to be addressed 
is complex, interventions are limited, and program effects are obscure. Yet early 
program experimentation studies can be helpful in describing the characteristics 
of clients who appear to be receptive or impervious to change, documenting the 
barriers to program implementation, and estimating the size, intensity, costs, and 
duration of the intervention that may be required. If these lessons can be cap- 
tured, they are a valuable resource in moving the research and program base to a 
new level of development, one that can address multiple and contextual interac- 
tions. 



Flaws in Current Evaluations 

The committee identified 114 evaluation studies conducted in the period 
1980-1996 that have sufficient scientific strength to provide insights on the ef- 
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fects of specific interventions in the area of child maltreatment, domestic vio- 
lence, and elder abuse (Table 3-1). This time period was selected because it 
provides a contemporary history of the evaluation research literature while main- 
taining manageable limits on the scope of the evidence considered by the com- 
mittee. As noted in Chapter 1, each of the studies employed an experimental or 
quasi-experimental research design, used reliable research instrumentation, and 
included a control or comparison group. In addition, a set of 35 detailed review 
articles summarizes a broader set of studies that rely on less rigorous standards 
but offer important insights into the nature and consequences of specific interven- 
tions (Table 3-2). Most of the 1 14 studies identified by the committee focus on 
interventions conducted in the United States. As a group, these studies represent 
only a small portion of the enormous array of evaluation research that has been 
conducted. 

A rigorous assessment of the quasi-experimental studies and research review 
papers reveals many methodological weaknesses, including differences in the 
nature of the treatment and control groups, sample sizes that are too small to 
detect medium or small effects of the intervention, research measures that are 
unreliable or that yield divergent results with different ethnic and cultural groups, 
short periods of follow-up, and lack of specificity and consistency in program 
content and services. The lack of equivalence between treatment and control 
groups in quasi-experimental studies can be illustrated in one study of therapeutic 
treatment of sexually abused children, in which children in the therapy group 
were compared with a group of no-therapy children (Sullivan et al., 1992). In a 
review of the study findings, the authors note that although children who received 
treatment had significantly fewer behavior problems at a one-year follow-up 
assessment, the no-therapy comparison group consisted of children whose par- 
ents had specifically refused therapy for their children when it was offered 
(Finkelhor and Berliner, 1995). This observation suggests that other systematic 
differences could exist within the two groups that affected their recovery (for 
example, having parents who were or were not supportive of psychological inter- 
ventions). 

Similarly, a review of intensive family preservation services programs indi- 
cated that, in a major Illinois evaluation of the intervention, the 2,000 families 
included were distributed across six sites that administered significantly different 
types of programs and services (Rossi, 1992). As a result, the sample size was 
reduced to the 333 families associated with each individual site; small effects 
associated with the intervention, if they occurred, could not be observed (Rossi, 
1992). A later methodological review of intensive family preservation services 
indicated that 5 of 10 studies that used control or comparison groups had treat- 
ment groups that included fewer than 100 participants (Heneghan et al., 1996). 

The quality of the existing research base of evaluations of family violence 
interventions is therefore insufficient to provide confident inferences to guide 
policy and practice, except in a few areas that we identify in this report. Never- 




87 



IMPROVING EVALUATION 



69 



TABLE 3-1 Interventions by Type of Strategy and Relevant Quasi- 
Experimental Evaluations, 1980-1996 



Intervention 



Quasi-Experimental Evaluations 



Parenting practices and family Barth et al., 1988 

support services 4A-1 Barth, 1991 

Brunk et al., 1987 
Burch and Mohr, 1980 
Egan, 1983 
Gaudin et al., 1991 
Hornick and Clarke, 1986 
Lutzker et al., 1984 

National Center on Child Abuse and Neglect, 1983a,b 

Reid et al., 198 1 

Resnick, 1985 

Schinke et al., 1986 

Wesch and Lutzker, 1991 

Whiteman et al., 1987 

School-based sexual abuse Conte et al., 1985 

prevention 4A-2 Fryer et al., 1987 

Harvey et al., 1988 

Hazzard et al., 1991 

Kleemeier et al., 1988 

Kolko et al., 1989 

McGrath et al., 1987 

Miltenberger and Thiesse-Duffy, 1988 

Peraino, 1990 

Randolph and Gold, 1994 

Saslawsky and Wurtele, 1986 

Wolfe et al., 1986 

Wurtele et al., 1986, 1991 

Child protective services 
investigation and casework 4A-3 

Intensive family preservation AuClaire and Schwartz, 1986 

services 4A-4 Barton, 1994 

Bergquist et al., 1993 

Dennis-Small and Washburn, 1986 

Feldman, 1991 

Halper and Jones, 1981 

Pecora et al., 1992 

Schuerman et al., 1994 

Schwartz et al., 1991 

Szykula and Fleischman, 1985 

Walton et al., 1993 

Walton, 1994 

Wood et al., 1988 

Yuan et al., 1990 

continued on next page 
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TABLE 3-1 ( Continued ) 



Intervention 

Child placement services 4A-5 



Individualized service 
programs 4A-6 

Shelters for battered women 4B-1 

Peer support groups for battered 
women 4B-2 

Advocacy services for battered 
women 4B-3 

Domestic violence prevention 
programs 4B-4 



Adult protective services 4C-1 

Training for caregivers 4C-2 

Advocacy services to prevent 
elder abuse 4C-3 

Mandatory reporting requirements 
5A-1 

Child placement by the courts 5A-2 

Court-mandated treatment for 
child abuse offenders 5A-3 



Treatment for sexual abuse 
offenders 5A-4 

Criminal prosecution of child 
abuse offenders 5A-5 

Improving child witnessing 5A-6 

Evidentiary reforms 5A-7 



Quasi-Experimental Evaluations 

Chamberlain et al., 1992 
Elmer, 1986 

Runyan and Gould, 1985 
Wald et al., 1988 

Clark et al., 1994 
Hotaling et al., undated 
Jones, 1985 

Berk et al., 1986 



Sullivan and Davidson, 1991 
Tan et al., 1995 

Jaffe et al., 1992 
Jones, 1991 
Krajewski et al., 1996 
Lavoie et al., 1995 



Scogin et al., 1989 
Filinson, 1993 



Irueste-Montes and Montes, 1988 

Wolfe et al., 1980 

Lang et al., 1988 
Marshall and Barbaree, 1988 
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TABLE 3-1 ( Continued ) 



Intervention 


Quasi-Experimental Evaluations 


Procedural reforms 5A-8 
Reporting requirements 5B-1 
Protective orders 5B-2 
Arrest procedures 5B-3 


Berk et al., 1992a 
Dunford et al., 1990 
Ford and Regoli, 1993 
Hirschel and Hutchison, 1992 
Pate and Hamilton, 1992 
Sherman and Berk, 1984a,b 
Sherman et al., 1992a,b 
Steinman 1988, 1990 


Court-mandated treatment for 
domestic violence offenders 5B-4 


Chen et al., 1989 
Dutton, 1986 

Edleson and Grusznski, 1989 
Edleson and Syers, 1990 
Hamberger and Hastings, 1988 
Harrell, 1992 
Palmer et al., 1992 
Tolman and Bhosley, 1989 


Criminal prosecution 5B-5 
Specialized courts 5B-6 


Ford and Regoli, 1993 


Systemic approaches 5B-7 

Training for criminal justice 
personnel 5B-8 

Reporting requirements 5C-1 

Protective orders 5C-2 


Davis and Taylor, 1995 
Gamache et al., 1988 



Education and legal counseling 5C-3 

Guardians and conservators 5C-4 

Arrest, prosecution, and other 
litigation 5C-5 

Identification and screening 6A-1 Brayden et al., 1993 

continued on next page 
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TABLE 3-1 ( Continued ) 



Intervention 


Quasi-Experimental Evaluations 


Mental health services for child 
victims of physical abuse and 
neglect 6A-2 


Culp et al., 199 1 
Fantuzzo et al., 1987 
Fantuzzo et al., 1988 
Kolko, 1996a,b 


Mental health services for child 
victims of sexual abuse 6A-3 


Berliner and Saunders, 1996 
Cohen and Mannarino, 1996 
Deblinger et al., 1996 
Downing et al., 1988 
Oates et al., 1994 
Verleur et al., 1986 
Wollert, 1988 



Mental health services for children Jaffe et al., 1986b 
who witness domestic violence 6A-4 Wagar and Rodway, 1995 



Mental health services for adult 
survivors of child abuse 6A-5 


Alexander et al., 1989, 1991 


Home visitation and family 
support programs 6A-6 


Larson, 1980 

Marcenko and Spence, 1994 

National Committee to Prevent Child Abuse, 1996 

Olds, 1992 

Olds et al., 1986, 1988, 1994, 1995 
Scarr and McCartney, 1988 


Domestic violence screening, 
identification, and medical care 
responses 6B-1 


McLeer et al., 1989 
McLeer and Anwar, 1989 
Olson et al., 1996 
Tilden and Shepherd, 1987 


Mental health services for domestic 
violence victims 6B-2 


Bergman and Brismar, 1991 
Cox and Stoltenberg, 1991 
Harris et al., 1988 
O’Leary et al., 1994 


Elder abuse identification and 
screening 6C-1 





Hospital multidisciplinary teams 6C-2 
Hospital-based support groups 6C-3 



SOURCE: Committee on the Assessment of Family Violence Interventions, National Research 

Council and Institute of Medicine, 1998. 
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TABLE 3-2 


Reviews of Multiple Studies and Evaluations 




Type of 
Abuse 


Citation 


Focus 


Studies 

Reviewed 


1. Child 
abuse 


Becker and 
Hunter, 1992 


A review of interventions with adult 
child molesters, intrafamilial 
and extrafamilial. 


27 studies 


2. Child 
abuse 


Blythe, 1983 


A review of interventions with 
abusive families. 


16 studies 


3. Child 
abuse 


Briere, 1996 


A review of treatment outcome 
studies for abused children. 


3 studies 


4. Child 
abuse 


Carroll et al., 
1992 


An evaluation of school curricula 
child sexual abuse prevention program 
evaluations. 


18 programs 


5. Child 
abuse 


Cohen et al., 
1984 


A review of evaluations (many 
completed prior to 1980) of programs 
to prevent child maltreatment: early 
and extended contact, perinatal support 
programs, parent education classes, 
and counseling programs. 


20 studies 


6. Child 
abuse 


Cohn and Daro, 
1987 


Review of child neglect and abuse 
prevention programs. 


4 evaluations 


7. Child 
abuse 


Dubowitz, 1990 


Review of evaluations of cost and 
effectiveness of child abuse 
interventions. 


5 evaluations 


8. Child 
abuse 


Fantuzzo and 
Twentyman, 1986 


A review of psychotherapeutic 
interventions with victims of child abuse. 


30 studies 


9. Child 
abuse 


Fink and 

McCloskey, 1990 


Review of child abuse prevention 
programs. 


13 evaluations 


10. Child 
abuse 


Finkelhor and 
Berliner, 1995 


Review of child abuse treatment 29 evaluations 

programs, characterizing them by type of 

study design. Included sex education, 

music therapy, family therapy, group 

therapy, and cognitive behavioral treatment. 


11. Child 
abuse 


Frankel, 1988 


Review of family-centered, home-based 
services for child protection. 


7 studies 


12. Child 
abuse 


Fraser et al., 1991 


Review of family and home-based 
services and intensive family 


7 studies 



preservation programs. 



continued on next page 



o 

ERLC 



92 



74 



VIOLENCE IN FAMILIES 



TABLE 3-2 ( Continued ) 



Type of Studies 

Abuse Citation Focus Reviewed 



13. Child 
abuse 


Garbarino, 1986 


Review of results of child abuse 
prevention programs. 


5 studies 


14. Child 
abuse 


Heneghan et al. t 
1996 


A review of 46 family preservation 
services program evaluations, including 
5 randomized trials and 5 quasi- 
experimental studies. 


10 studies 


15. Child 
abuse 


Kelly, 1982 


A review of integral components of 
behavioral treatment strategies to 
reorient pedophiliacs. 


32 studies 


16. Child 
abuse 


Kolko, 1988 


A review of in-school programs to 
prevent child sexual abuse. 


15 studies 


17. Child 
abuse 


McCurdy, 1995 


A review of evaluations of home 
visiting programs. 


10 studies 


18. Child 
abuse 


McDonald et al., 
1990 


Comparison review of California 
Homebuilder-type interventions 
including in-home services 
designed to improve parenting 
skills and access to community 
resources. 


8 in-home 
care projects 


19. Child 
abuse 


McDonald et al., 
1993 


Comparison of the findings of 
evaluations of foster care programs. 


27 studies 


20. Child 
abuse 


National Resource 
Center on Family 
Based Services, 
1986 


An evaluation of child placement 
prevention projects in Wisconsin from 
1983-1985. 


14 projects 


21. Child 
abuse 


O’Donohue and 
Elliott, 1992 


A review of evaluations of 
psychotherapeutic interventions for 
sexually abused children. 


1 1 studies 


22. Child 
abuse 


Olds and Kitzman, 
1990 


Review of randomized trials of 
prenatal and infancy home visitation 
programs for socially disadvantaged 
women and children. 


26 studies 


23. Child 
abuse 


Olds and Kitzman, 
1993 


Review of randomized trials of home 
visitation programs designed to 


19 studies 



ameliorate child outcomes including 
maltreatment. 
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TABLE 3-2 ( Continued ) 





Type of 
Abuse 


Citation 


Focus 


Studies 

Reviewed 


24. 


Child 

abuse 


Pecora et al., 1992 


Review of studies of family-based and 
intensive family preservation programs. 


12 studies 


25. 


Child 

abuse 


Rossi, 1992 


Review of Homebuilders-type 
programs. 


9 studies 


26. 


Child 

abuse 


Sturkie, 1983 


Review of group treatment interventions 
for victims of child sexual abuse. 


18 studies 


27. 


Child 

abuse 


Wolfe and 
Wekerle, 1993 


Review of studies reporting on treatment 
outcomes with abusive and/or neglectful 
parents and children. 


21 studies 


28. 


Child 

abuse 


Wurtele, 1987 


Review of results of school curricula to 
teach children sexual abuse prevention 
skills. 


1 1 studies 


29. 


Domestic 

violence 


Edleson and 
Tolman, 1992 


Review of group batterer treatment 
programs for male spouse abusers. 


10 studies 


30. 


Domestic 

violence 


Eisikovits and 
Edleson, 1989 


Review of outcome studies of batterer 
treatment programs. 


approximately 
20 studies 


31. 


Domestic 

violence 


Gondolf, 1991 


Review of results of evaluations of 
court-mandated and voluntary batterer 
counseling programs. 


30 batterer 

programs 

studied, 

6 evaluations 
reviewed 


32. 


Domestic 

violence 


Gondolf, 1995 


Review of evaluations of 
batterer treatment programs. 




33. 


Domestic 

violence 


Rosenfeld, 1992 


Review of batterer treatment programs 
focusing on recidivism data. 


25 studies 


34. 


Domestic 

violence 


Saunders and 
Azar, 1989 


Review of various family violence 
interventions, including services to 
prevent child abuse and domestic abuse. 




35. 


Domestic 

violence 


Tolman and 
Edleson, 1995 


Review of effectiveness of 
batterer treatment programs. 





SOURCE: Committee on the Assessment of Family Violence Interventions, National Research 



Council and Institute of Medicine, 1998. 
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theless, this pool of evaluation studies and additional review articles represents a 
foundation of research knowledge that will guide the next generation of family 
violence evaluation efforts and allows broad lessons to be derived from the 
research literature. For example, research evaluations of the treatment of sexu- 
ally abused children have concluded that therapeutic treatment is beneficial for 
many clients, although much remains unknown about the impacts and interac- 
tions associated with specific treatment protocols or the characteristics of chil- 
dren and families who are responsive or resistant to therapeutic interventions 
(Finkelhor and Berliner, 1995). The knowledge base also provides insight into 
the difficulties associated with implementing innovative service designs in vari- 
ous institutional settings and the range of variations associated with clients who 
receive family violence interventions in health care, social service, and law en- 
forcement settings. 



Sample Size and Statistical Power 

Studies of family violence interventions are often based on small samples of 
clients that lack sufficient statistical power to detect meaningful effects, espe- 
cially when such effects are distributed nonrandomly across the subject popula- 
tion and do not persist over time. Statistical power is the likelihood that an 
evaluation will detect the effect of an intervention, if there is one. Two factors 
affect statistical power: sample size and effect size (the effect size, ES, is usually 
measured in terms of the mean difference between the intervention and control 
groups as a fraction of the standard deviation). In designing an evaluation, 
researchers need to consider the effect size that would be needed to achieve 
satisfactory statistical power (power is commonly deemed adequate when there is 
an 80 percent chance of detecting a hypothesized result). 

Conventional statistical estimates suggest that large effects of an interven- 
tion (an effect size that exceeds 0.80) require a sample size of at least 20 individu- 
als. This sample size is the modal size used in child abuse studies reported in a 
review by Finkelhor and Berliner ( 1995). These studies would have to posit large 
differences between innovative services and usual care to observe program ef- 
fects. As the meaningful effect size becomes smaller, a larger sample size is 
needed to detect it. Medium effects (ES = 0.50) require a sample size of at least 
80 individuals to observe the effect, if it exists. Small effects (ES = 0.20), which 
may be important in terms of understanding the types of individuals who respond 
positively or negatively to specific interventions, require larger sample sizes of 
300 or more to observe the effects, if they exist (Cohen, 1988). Few family 
violence intervention studies reported to date have used samples this large. 

Calculating the actual statistical power for each sample size and the “ex- 
pected effect” scenario represents an important measure of the statistical ad- 
equacy of family violence studies. For example, an intervention that is expected 
to produce a medium effect and involves 20 clients per group has only a 46 
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percent chance of detecting the effect (if it exists). To reach conventional levels 
of power (80 percent), the sample sizes should be increased fourfold to 80 per 
group to detect medium and large effects. If the true effect is small, a 15-fold 
increase in the sample size would be necessary. 

The use of multisite evaluations can increase the statistical strength of family 
violence intervention studies, as long as separate sites adhere to common design 
elements of the intervention and apply uniform eligibility and risk assessment 
criteria (difficulties in these areas have been identified in at least one evaluation 
of intensive family preservation services — see Schuerman et al., 1994). An 
alternative is to extend the duration of each study to allow sufficient time to 
accrue an appropriate sample. But expanding the time frame increases the possi- 
bility that the intervention may be revised or changes may occur in the subject 
population or the community. 



Lessons from Nonexperimental Studies 

Limitations in the calibre of study designs, the weak statistical power of the 
majority of studies, and inconsistencies in the reliability and validity of measures 
suggest that little firm knowledge can be extracted from the existing literature 
about program effects of family violence interventions. However, in the com- 
mittee’s view, the evaluations described in Tables 3-1 and 3-2 provide informa- 
tion about obstacles that need to be addressed and successes that could be built 
on. Although pre-post, nonexperimental studies cannot provide solid inferences 
about net effects, they are important predecessors to the next generation of stud- 
ies. These building blocks in the developmental process include experience with 
the stages of program implementation, awareness of the utility of screening mea- 
sures and their sensitivity to change over time, estimates of the reliability and 
validity of selected research measures, and experience with recruitment and attri- 
tion in the intervention condition and measurement protocol. 

These technical problems, which involve fundamental principles of what 
constitutes a good study design and methods, are similar to those that plague 
many studies of social policies. But they are overshadowed by other, more 
pragmatic issues related to subject recruitment and retention, ethical and legal 
concerns, and the integration of evaluation and program development. These 
pragmatic issues, discussed in the next section, require attention because they can 
interact with study design and methods to strengthen or weaken the overall 
strength of evaluation research. 



POINTS OF COLLABORATION BETWEEN 
RESEARCHERS AND SERVICE PROVIDERS 



Several steps are necessary to resolve the technical challenges alluded to 
above. First, research and evaluation need to be incorporated earlier into the 
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program design and implementation process (National Research Council, 1993b). 
Second, such integration requires creative collaboration between researchers and 
service providers who are in direct contact with the individuals who receive 
interventions and the institutions that support them. The dynamics of these 
collaborative relationships require explicit attention and team-building efforts to 
resolve different approaches and to stimulate consensus about promising models 
of service delivery, program implementation, and outcomes of interest. Third, 
the use of innovative study designs (such as empowerment evaluations, described 
later in this chapter) can provide opportunities to assess change associated with 
the impact of programs, interventions, and strategies (Fetterman et al., 1996). 
Drawing on both qualitative and quantitative methods, these approaches can help 
service providers and researchers share expertise and experience with service 
operation and implementation. 

Numerous points in the research and program development processes pro- 
vide opportunities for collaboration. Service providers are likely to be more 
responsive if the research improves the quality and efficiency of their services 
and meets their information needs. Addressing their needs requires a reformula- 
tion of the research process so that researchers can provide useful information in 
the interim for service providers while building a long-term capacity to focus on 
complex issues and conducting experimental studies. 

Knowledge About Usual Care 1 

The first point of collaboration between research and practice occurs in the 
development of information about the nature of existing services in the commu- 
nity. If the elements of service delivery that are represented by normal or usual 
care are not known, then the extent to which innovative interventions differ from 
or resemble usual care cannot be assessed. If the experimental condition does not 
involve a substantially greater or different amount of service, then the experiment 
will degrade to a test of the effects of similar service levels; it will become 
difficult to distinguish equivalent effects from no beneficial impact in the evalu- 
ation of the treatment under study. This type of study may lead to conclusions 
that the new intervention is ineffective, when in fact it does not differ signifi- 
cantly from usual care. 

In his assessment of family preservation services, Rossi (1992) notes that, 
although usual care circumstances generally involve less service than is delivered 
in intensive family preservation programs, families who do not receive the inten- 
sive services rarely receive no service at all. Without knowing more precisely the 
magnitude and quality of the differences between the treatment and control con- 
ditions, estimates of effects are difficult to interpret. Findings of no difference 
(which are common in many social service areas) can result from insufficient 
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service distinctions among conditions and groups, as well as small sample sizes 
(Lipsey, 1990). In some cases, degraded differences between groups play a 
larger role in loss of statistical power than reductions in sample size (Cordray and 
Pion, 1993). 



Program Implementation 

A second point of collaboration between researchers and service providers 
occurs in developing knowledge about the nature and stages of implementation of 
the intervention being tested. This assessment requires attention to client flow, 
rates of retention in treatment, organizational capacity (how many clients can be 
served), and features that distinguish the treatment from usual care circumstances. 
Knowledge about program implementation also requires articulation of the “logic 
model” or “theory of change” that provides a foundation for the services that tire 
provided and how they work together to serve the client. 

The reliability and the validity of outcome measures consume a great deal of 
attention in the evaluation literature. Of equal importance are the reliability and 
the validity of the service delivery system itself and the ways in which interven- 
tion services compare with those provided in the usual-care or no-treatment con- 
ditions. Measurement of service delivery features provides a basis for transport- 
ing successful interventions to other locations, and it offers an opportunity to 
provide assistance to program developers in monitoring the delivery of services. 

Conducting a randomized assessment of an intervention that is poorly imple- 
mented is likely to show, with great precision, that the intervention did not work 
as intended. But such a study will not distinguish between failures of the theory 
that is being tested and failures of implementation. Program designers need to 
identify critical elements of programs to explain why effects occurred and to 
assist others who wish to replicate the intervention model in a new setting. Col- 
laboration between researchers and program staff is thus essential to incorporate 
attention to the experience with program design and implementation into the 
overall evaluation plan. 



Client Referrals, Screening, and Baseline Assessment 

A third point of collaboration between researchers and service providers 
occurs in the development of knowledge about paths by which clients are re- 
ferred, screened, and assigned to treatment or control conditions. This area 
focuses on knowing more about the entire context, structure, and operation of the 
program throughout all its stages — from the moment an individual is identified as 
a potential client to his or her last recorded contact with the program. Such 
knowledge can improve evaluations of family violence interventions by provid- 
ing strategies on how to enhance sample sizes yet stay within the eligibility 
criteria established by the program. Research on the client selection and assess- 
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ment processes can make more explicit the social, economic, legal, and political 
factors that affect the paths by which individuals self-select or are referred to 
family violence programs in health, social service, and law enforcement settings. 
Research on the pathways to service can reveal the extent to which service 
providers can adjust their programs and interventions to the specific characteris- 
tics of their clients. It can also clarify the extent of common characteristics and 
variation among clients. 

Clients who enter these programs have varying histories of abuse, life cir- 
cumstances, financial resources, and experiences with support networks and ser- 
vice agencies. Capturing these individual differences at the point of baseline 
(preintervention) assessment allows the research study to examine the extent to 
which interventions have different impacts with different groups of clients. At a 
minimum, baseline assessment (and assignment) could be used to enhance the 
sensitivity of the overall design by taking into account known risk factors that can 
be used to reduce the influence of extraneous outcome variance. 

Collaborations directed at refining the assignment process can clarify the 
threats to validity that arise in client selection processes when randomization is 
not possible or cannot be maintained. Researchers who focus on devising strate- 
gies to improve client selection will need to collaborate with caseworkers, police 
officers, district attorneys, judges, and other individuals who routinely work with 
victims at key points in the usual circumstances. Such collaborations can lead to 
novel approaches to assigning individuals to service conditions, which currently 
are not well documented in the research literature. 

Discussions between researchers and practitioners can also identify impor- 
tant considerations that arise from the need to look at the population who are 
served versus those who were eligible for service but were not included in the 
study design. Science-based efforts to maintain rigorous and consistent eligibil- 
ity criteria can sometimes result in an incomplete picture of the characteristics of 
the general client base, which are often familiar to the community of service 
providers. When clients who have multiple problems (such as substance abuse, 
chronic health or mental health disorders, family emergencies, or criminal histo- 
ries) are routinely screened out of a study, for example, a program may appear to 
be effective for the service population when in reality it is being assessed for only 
a limited portion, and possibly the most receptive portion, of the client popula- 
tion. Conversely, when eligibility standards are less strict, an intervention may 
appear to be ineffective for the general population who receive services (who 
may not actually need the intervention that is provided). The creation of specific 
cohorts within a study design can facilitate analysis of the relative impact of the 
intervention in high- and low-risk groups, but such efforts require general con- 
sensus about characteristics and histories that can provide consistent markers to 
justify assignment to different groups. 

Discussions of randon^Na^signment in evaluations of service interventions 
often raise concerns about'ih'te' fairness or safety of denying services to some 
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individuals for the purpose of devising a control condition. Control group issues 
are especially difficult in assessing ongoing interventions that try to serve all 
comers. Although withholding services to victims of violence for the purpose of 
devising a control condition is not justifiable, the rejection of random or con- 
trolled assignment of clients is not warranted. Since most intervention studies 
involve comparisons with usual-care circumstances, those who are assigned to 
this control group will receive the types and levels of services that they would 
have received in the absence of the intervention condition. As such, control 
clients receive customary services, but they do not receive services with untested 
benefits or uncertain risks, which may be superior or inferior to the standard of 
usual care. 

In other situations, randomization can be employed in cases in which there is 
uncertainty about the nature of services to be provided. This “tie-breaker” ap- 
proach has been used in law enforcement studies in which the officer in charge 
could randomly assign borderline cases to a treatment or control group as part of 
the design of the research study (Lipsey et al., 1981). 

Descriptive evaluation studies identify key issues, such as the likely scope of 
the treatment population and the likely sources of referrals for these clients 
(Lipsey et al., 1981). Such studies can also help identify factors in the socio- 
political context of family violence interventions that influence service design 
and implementation. These “pipeline” studies can be an important part of the 
program and evaluation planning process (Boruch, 1994) and represent opportu- 
nities for researcher and service provider collaborations that are not well docu- 
mented in the research literature. 

In testing the impact of new service systems, the use of wait-list controls is 
another option that can be considered in the study design. For example, the 
Women’s Center and Shelter of Greater Pittsburgh reported that they could not 
meet the request for services in their community. In this instance, a wait-list 
control may have been justified in the evaluation of the impact of shelter services. 
However, this approach does not resolve the problem and tensions associated 
with using limited fiscal resources to study, rather than extend, existing services. 
A variation of the use of wait-list controls is an approach that relies on a triage 
process to identify those most in danger, provide full services for them, and use 
random assignment for those in less danger. This approach may be most toler- 
able when a waiting list for services and a wait-list control group (or step) design 
can be used. 

Another approach to experimental assessment involves the use of alternative 
forms of service, which can be distinguished in terms of their intensity, duration, 
or comprehensiveness. Individuals in need of services would receive (in a con- 
trolled fashion) alternative service models or administrative procedures. This 
approach is less appealing when alternative service models cannot be easily 
distinguished, since decreases in variation will influence the researchers’ ability 
to detect small but meaningful impacts and relative differences among alternative 
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treatment systems. The absence of differences in studies of alternative forms of 
service can be interpreted as showing that interventions do not have their in- 
tended effects (i.e., they are unsuccessful) or that both approaches are equally 
effective in enhancing well-being. The absence of a framework for assessing 
change over time will impede efforts to distinguish between no beneficial effects 
and equivalent effects. 



The Value of Service Descriptions 

Collaborative research and practice partnerships can highlight significant 
differences between new services and usual-care services, which are generally a 
matter of degree. Treatment interventions may differ in terms of frequency 
(number of times delivered per week), intensity (a face-to-face meeting with 
counselors versus a brief telephone contact), or the nature of the activities (goal 
setting versus establishment of a standard set of expectations). Documenting 
these differences is critical for planning and interpreting the outcome and replica- 
tion, since they establish the strength of the intervention. 

The value of service descriptions is enhanced by identifying key elements 
that distinguish interventions from comparison groups as well as ones they have 
in common. Such descriptions should include information about the setting(s) in 
which service activities occur; the training of the service provider; the frequency, 
intensity, and/or duration of service; the form, substance, and flexibility of the 
program (e.g., individual or group counseling); and the type of follow-up or 
subsequent service associated with the intervention. 

Most family violence interventions are poorly documented (Heneghan et al., 
1996; Rossi, 1992). For example, in 10 evaluation studies of intensive family 
preservation services reported by Heneghan et al. (1996), all 10 described (in 
narrative form) the types of services that were provided, but only 5 provided data 
on the duration of services; 3 provided data on the number of contacts per week; 
and 3 provided limited, narrative information on services provided in the usual- 
care conditions. In a different study, Meddin and Hansen (1985) found that the 
majority of abuse cases that were substantiated received no services at all (see 
Chapter 4). This point highlights the importance of knowing more about signifi- 
cant differences between service levels in the treatment and comparison groups, 
so that innovative projects do not duplicate what is currently available. 

The flexibility in services is also an issue in assessing differences in service 
levels. Some services are protocol driven, whereas others can be adjusted to the 
needs of specific clients. The most respected intervention evaluations use consis- 
tent program models that can be replicated in other sites or cities. However, most 
interventions in social service, health, and law enforcement settings aim to be 
responsive to individual client needs and profiles rather than driven by protocols 
because of the variation in the individual experiences of their clients. Safety 
planning for battered women, for example, varies tremendously depending on 
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whether a woman plans to stay in an abusive relationship, is planning to leave, or 
has already left. Staff, clients, and researchers can collaborate to prepare multiple 
protocols for a multifaceted intervention that reflects the context and setting of 
the service site. 

Finally, many intervention efforts presume that a social ill can be remedied 
through the application of a single dose of an intervention (e.g., 3 weeks of 
rehabilitation). Others rely on follow-up activities to sustain the gains made in 
primary intervention efforts. Careful description of differences in follow-up 
activities should be given as much attention as is given to describing the primary 
intervention. 



Explaining Theories of Change 

In the early stages of development, the fundamental notions or theoretical 
concepts that guide a program intervention are not always well articulated. How- 
ever, the service providers and program developers often share a conceptual 
framework that reflects their common understanding of the origins of the prob- 
lem and the reasons why a specific configuration of services should remedy it. 
Extracting and characterizing the theory of change that guides an intervention can 
be a useful tool in evaluating community-based programs (Weiss, 1995), but this 
approach has not been widely adopted in family violence evaluations. 

Program articulation involves a dynamic process, involving consultation with 
program directors, line staff, and participants throughout the planning, execution, 
and reporting phases of. the evaluation (Chen and Rossi, 1983; Cordray, 1993; 
U.S. General Accounting Office, 1990). Causal models provide a basis for deter- 
mining intermediate outcomes or processes that could be assessed as part of the 
overall evaluation plan. If properly measured, these linkages can provide insights 
into why interventions work and what they are intended to achieve. 

Outcomes and Follow-up 

Front-line personnel often express concerns that traditional evaluation re- 
search, which relies on a single perspective or method of assessment, may mea- 
sure the wrong outcome. For example, evaluations of shelters for battered women 
may focus on the recurrence of violence, which is usually dependent on commu- 
nity sanctions and protection and is out of the victim’s and the shelter’s control. 
The reliance on single measures can strip the entire enterprise, as well as victims’ 
lives, of their context and circumstances. Another issue of concern is that out- 
comes may get worse before they get better. For instance, health care costs may 
increase in the short term with better identification and assessment of family 
violence survivors. 

An important strategy is to measure many and different outcomes, immedi- 
ate and long-term outcomes, multiple time periods, both self-report and observa- 
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tional measures, and different levels of outcomes. The absence of consensus 
about the unique or common purposes of measurement should not obscure the 
central point that the identification of relevant domains for measuring the success 
of interventions requires an open collaborative discussion among researchers, 
service providers, clients, sponsors, and policy makers. 

Another key to improving data collection, storing, and tracking capabilities 
is the development of coordinated information systems that can trace cases across 
different service settings. Three national data systems for child welfare data 
collection provide a general foundation for national and regional studies in the 
United States: in the Department of Health and Human Services, the Administra- 
tion on Children and Families’ Adoption and Foster Care Analysis and Reporting 
System (AFCARS); the federally supported and optional Statewide Automated 
Child Welfare Information Systems (SACWIS); and the National Center on Child 
Abuse and Neglect’s National Child Abuse and Neglect Data System (NCANDS), 
a voluntary system that includes both summary data on key indicators of state 
child abuse and neglect indicators and detailed case data that examine trends and 
issues in the field. Researchers are now exploring how to link these data systems 
with health care and educational datasets, using record-matching techniques to 
bring data from multiple sources together (Goerge et al., 1994a). This type of 
tracking and record integration effort allows researchers to examine the impact of 
settings on service outcomes. Using this approach, Wulczyn (1992), for ex- 
ample, was able to show that children in foster care with mothers who had 
prenatal care during their pregnancy had shorter time periods in placement than 
children whose mothers did not have prenatal care. Similarly, drawing on foster 
care datasets and the records of state education agencies, Goerge et al. (1992) 
reported that 28 percent of children in foster care also received various forms of 
special education. Fostering links between datasets such as NCANDS and 
AFCARS and other administrative record sets will require research resources, 
coordination efforts, and the use of common definitions. Such efforts have the 
potential of greatly improving the quality of program evaluations. 



Community Context 

The efficacy of a family violence intervention may depend on other struc- 
tural processes and service systems in the community. For instance, the success 
of batterer treatment (and the evaluation of attrition rates) is often dependent on 
the ability of criminal justice procedures to keep the perpetrator in attendance. 
Widespread unemployment and shortages in affordable housing may undermine 
both violence prevention and women’s ability to maintain independent living 
situations after shelter stays. Evaluation outcomes therefore need to be analyzed 
in light of data collected about the community realities in which they are embed- 
ded. 

A combination of qualitative and quantitative data and the use of triangula- 
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tion can often best resolve the need to capture contextual factors and control for 
competing explanations for any observed changes. Triangulation involves gath- 
ering both qualitative and quantitative data about the same processes for valida- 
tion, and complementing quantitative data with qualitative data about other issues 
not amenable to traditional measurement is recommended. Agency records can 
be analyzed both quantitatively and qualitatively. 

At a minimum, regardless of the measures that are chosen, the ones selected 
ought to be assessed for their reliability (consistency) and validity (accuracy). 
There is a surprising lack of attention to these issues in the family violence field, 
although a broad range of measures is currently used in program evaluations 
(Table 3-3). 



THE DYNAMICS OF COLLABORATION 

Strengthening the structural aspects of the partnership between researchers 
and service providers will change the kinds of relationships between them. Cre- 
ative collaborations require attention to several issues: (1) setting up equal part- 
nerships, (2) the impact of ethnicity and culture on the research process, (3) 
safety and ethical issues, and (4) concerns such as publishing and publicizing the 
results of the evaluation study and providing services when research resources 
are no longer available. 



Equal Partnerships 

Tensions between service providers and researchers may reflect significant 
differences in ideology and theory regarding the causes of family violence; they 
may also reflect mutual misunderstandings about the purpose and conduct of 
evaluation research. For front-line service providers, evaluation research may 
take time and resources away from the provision of services. The limited finan- 
cial resources available to many agencies have created situations in which fi- 
nances directed toward evaluation seem to absorb funds that might support addi- 
tional services for clients or program staff. Evaluations also have the potential to 
jeopardize clients’ safety, individualization, and immediacy of access to care. 

Recent collaborations and partnerships have gone far to address these con- 
cerns. Community agencies are beginning to realize that well-documented and 
soundly evaluated successes will help ensure their fiscal viability and even attract 
additional financial resources to support promising programs. Researchers are 
starting to recognize the accumulated expertise of agency personnel and how 
important they can be in planning as well as conducting their studies. Both 
parties are recognizing that, even if research fails to confirm the success of a 
program, the evaluation results can be used to improve the program. 

True collaborative partnerships require a valuing and respect for the work on 
all sides. Too often the attitude of researchers in the past has been patronizing 
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TABLE 3-3 Outcome Measures Used in Evaluations of Family Violence 
Interventions 



Type of 
Violence 


Instrument 


Subject of Outcome Measure 


Victim 


Perpetrator 


Other 


Child Abuse 


Adolescent-Family Inventory Events 




X 






Adult/Adolescent Parenting Inventory 




X 






Chemical Measurement Package 




X 






Child Abuse Potential Inventory 




X 






Child and Family Well-Being Scales 


X 


X 






Child Behavior Checklist 


X 








Conflict Tactics Scales 


X 


X 






Coopersmith Self-Opinion Inventory 




X 






Coping Health Inventory 




X 


X 




Family Adaptability and Cohesion Scales 


X 


X 


X 




Family Assessment Form 


X 


X 


X 




Family Environment Scale 




X 


X 




Family Inventory of Life Events 










and Changes 


X 


X 


X 




Family Systems Outcome Measures 






X 




Home Observation 






X 




Kent Infant Development Scale 


X 








Maternal Characteristics Scale (Wright) 




X 






Minnesota Child Development Inventories 


X 








Parent Outcome Interview 




X 






Parenting Stress Index 




X 




Domestic 


Adult Self-Expression Scale 


X 


X 




Violence 


Conflict Tactics Scales 


X 


X 






Depression Scale CES-D 


X 


X 






Quality of Life Measure 


X 








Rosenberg Self-Esteem Scale 


X 


X 






Rotter Internal-External Locus 










of Control Scale 


X 


X 






Social Support Scale 


X 






Elder Abuse 


Anger Inventory 




X 






Brief Symptom Inventory 


X 


X 






Rosenberg Self-Esteem Scale 


X 


X 





SOURCE: Committee on the Assessment of Family Violence Interventions, National 
Research Council and Institute of Medicine, 1998. 
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toward activists, and front-line agency personnel have been suspicious of re- 
searchers’ motives and commitment to the work. Honest discussion is needed of 
issues of parity, all the possible gains of the enterprise for all parties, what 
everyone would like out of the partnership, and any other unresolved issues. 
Both sides need to spend time observing each other’s domains, in order to better 
realize their constraints and risks. 

The time constraints associated with setting up partnerships, especially those 
associated with short deadlines for responding to requests for proposals, need 
attention. Rather than waiting for a deadline, service providers and researchers 
need to support a plan for assessing the effects of interventions early in their 
development. 

Viable collaborations also involve the consumers of the service at every step 
of the evaluation process. Clients can suggest useful outcome variables, the 
contextual factors that will modify those outcomes, elements of theory, and strat- 
egies that will maximize response rates and minimize attrition. They can help 
identify risks and benefits associated with the intervention and its evaluation. 

Finally, collaboration that leads to a common conceptual framework for the 
evaluation study and intervention design is an essential and productive process 
that can identify appropriate intermediate and outcome measures and also recon- 
cile underlying assumptions, beliefs, and values (Connell et al., 1995). 



The Impact of Ethnicity and Culture 

Ethnicity and culture consistently have significant impact on assessments of 
the reliability and validity of selected measures. Most measures are tested on 
populations that may not include large representation of minority cultural groups. 
These measures are then used in service settings in which minorities are often 
overrepresented, possibly as a result of economic disadvantage. 

The issues of ethnicity and cultural competence influence all aspects of the 
research process and require careful consideration at various stages. These stages 
include the formation of hypotheses taking into account any prior research indi- 
cating cultural or ethnic differences, careful sampling with a large enough sample 
size to have enough power to determine differential impact for different ethnic 
groups, and strategies for data analysis that take into account ethnic differences 
and other measures of culture. 

Improving cultural competence involves going beyond cultural sensitivity, 
which involves knowledge and concern, to a stance of advocacy for disenfran- 
chised cultural groups. The absence of researchers who are knowledgeable about 
cultural practices in specific ethnic groups creates a need for greater exposure to 
diverse cultural practices in such areas as parenting and caregiving, child super- 
vision, spousal relationships, and sexual behaviors. This approach requires 
greater interaction with representatives from diverse ethnic communities in the 
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research process as well as agency services to foster a cultural match with the 
participants (Williams and Becker, 1994). 

In analyzing of the effect of social context on parenting, caregiving behav- 
iors, and intimate relationships, greater attention to culture and ethnicity is advis- 
able. Evaluating the role of neighborhood and community factors (including 
measures such as social cohesion, ethnic diversity, and perceptions by residents 
of their neighborhood as a “good” or “bad” place to raise children) can provide 
insight into the impact of social context on behaviors that are traditionally viewed 
only in terms of individual psychology or family relationships. 



Safety and Ethics 

Safety concerns related to evaluation of family violence interventions are 
complex and multifaceted. Research confidentiality can conflict with legal re- 
porting requirements, and concern for the safety of victims must be paramount. 
Certificates of confidentiality are useful in this kind of research, but they simply 
shield the researcher from subpoena and do not resolve the problems associated 
with reporting requirements and safety concerns. Basic agreements regarding 
safety procedures, disclosure responsibilities, and ethical guidelines need to be 
established among the clients, research team, service providers, and individuals 
from the reporting agency (e.g., child or adult protective services) to develop 
strategies and effective relationships. 

Exit Issues 

Ideally the research team and the service agency will develop a long-term 
relationship, one that can be sustained, through graduate student involvement or 
small projects, between large formal research studies. Such informal collabora- 
tions can help researchers in establishing the publications and background record 
needed for large-scale funding. Dissemination of findings in local publications is 
also helpful to the agency. 

Formal and informal collaboration requires that all partners decide on au- 
thorship and the format of publication ahead of time. Multiple submissions for 
funding can attract resources to carry out some aspects of the project, even if the 
full program is not externally funded. The collaboration also requires thoughtful 
discussions before launching an evaluation about what will be released in terms 
of negative findings and how they will be used to improve services. 

One exit issue often not addressed is the termination of health or social 
services in the community after the research is completed. Innovative services 
are often difficult to develop in public service agencies if no independent source 
of funds is available to support the early stages of their development, when they 
must compete with more established service strategies. Models of reimburse- 
ment and subsidy plans are necessary to foster positive partnerships that can 
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sustain services that seem to be useful to a community after the research evalua- 
tion has been completed. 

EVALUATING COMPREHENSIVE COMMUNITY INITIATIVES 

Family violence interventions often involve multiple services and the coor- 
dinated actions of multiple agencies in a community. The increasing prevalence 
of cross-problems, such as substance abuse and family violence or child abuse 
and domestic violence, has encouraged the use of comprehensive services to 
address multiple risk factors associated with a variety of social problems. This 
has prompted some analysts to argue that the community, rather then individual 
clients, is the proper unit of analysis in assessing the effectiveness of family 
violence interventions. This approach adds a complex new dimension to the 
evaluation process. 

As programs become a more integrated part of the community, the chal- 
lenges for evaluation become increasingly complex: 

1. Because participants receive numerous services, it is nearly impossible to 
determine which service, if any, contributed to improvement in their well-being. 

2. If the sequencing of program activities depends on the particular needs of 
participants, it is difficult to tease apart the effects of selectivity bias and program 
effects. 

3. As intervention activities increasingly involve organizations throughout 
the community, there is a growing chance that everyone in need will receive 
some form of service (reducing the chance of constituting an appropriate com- 
parison group). 

4. As program activities saturate the community, it is necessary to view the 
community as the unit of analysis in the evaluation. 

5. The tremendous variation in individual communities and diversity in or- 
ganizational approaches impede analyses of the implementation stages of inter- 
ventions. 

6. An emphasis on community process factors (ones that facilitate or impede 
the adoption of comprehensive service systems), as opposed to program compo- 
nents, suggests that evaluation measures require a general taxonomy that can be 
adapted to particular local conditions (Kaftarian and Hansen, 1994). 

Conventional notions of what constitutes a rigorous evaluation design are 
not easily adapted to meet these challenges. Hollister and Hill (1995), after a 
careful review of the technical requirements of conventional evaluation tech- 
niques, conclude that randomization is not feasible as a means of assessing the 
impact of comprehensive community initiatives; they also conclude that the alter- 
natives to randomization are technically insufficient. Weiss (1995) reiterates 
these points, noting that community-based programs are particularly difficult to 
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evaluate using conventional control groups because it is unlikely that a sufficient 
number of communities could be recruited and assigned to the experimental and 
control conditions. Those with an interest in arresting the spread of violence are 
likely to have already installed ameliorative efforts. If all communities willing to 
volunteer for such an experiment have initiated such efforts, the amount of pro- 
grammatic difference between communities is likely to be too small to allow for 
the detection of effects. Using nonrandomly assigned comparison communities 
engenders similar problems and adds another — selectivity bias — that is particu- 
larly difficult to account for using conventional statistical procedures (Hollister 
and Hill, 1995). 

Weiss (1995) proposes an alternative evaluation model, based on clarifying 
the theories of change that explore how and why an intervention is supposed to 
work. The evaluation should start with the explicit and implicit assumptions 
underlying the theory guiding the intervention efforts; this theory is generally 
based on a series of small steps that involve assumptions about linkages to other 
activities or surrounding conditions. By creating a network of assumptions, it is 
possible to gather data to test whether the progression of actions leads to the 
intended end point. Examining the steps and progression through each phase also 
provides a better understanding of how interventions work and where problems 
arise. 

Connell and Kubisch (1996) note that this perspective provides some basic 
principles to guide collaborative evaluations. First, the theory of change should 
draw on the available scientific information, and it should be judged plausible by 
all the stakeholders. Second, the theory of change should be doable — that is, the 
activities defined in the theory can be implemented. Third, the theory should be 
testable, which means that the specification of outcomes follows logically from 
the theory. A greater reliance on the use of measures or indicators, in turn, 
follows from the theory-based specification of outcomes. 

This approach is consistent with the evaluation of single interventions. Theo- 
ries of change are established by relevant stakeholders, important outcomes are 
selected on the basis of activities embodied in these theories, and logical expec- 
tations are established for declaring that the intervention has achieved its collec- 
tive goals. What is different in the evaluation of community-based interventions 
is the standard of evidence that is established. In the traditional evaluation, the 
standard focuses on meeting technical and logical criteria surrounding the valid- 
ity of the causal claim. In the theory of change model, the logical consequences 
of programmatic activities and actions, as judged by the stakeholders, are the 
standard of evidence. 

A related approach is the use of empowerment evaluation to encourage self- 
assessment and program accountability in a variety of community-based inter- 
ventions (Fetterman et al., 1996). Empowerment evaluations allow programs to 
take stock of their existing strengths and weaknesses, focus on key goals and 
program improvements, develop self-initiated strategies to achieve these goals, 
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and determine the type of evidence that will document credible progress. Such 
evaluations represent opportunities to encourage collaboration between research 
and practice while providing interim data that can lead to program improvements. 

The measurement issues for community-based studies are complex and in- 
voke the use of specialized research designs. If comparable archival records are 
available, approaches such as an interrupted-time-series design could be used to 
strengthen the calibre of these assessments. But community-to-community varia- 
tion in record keeping diminishes hope that such designs could be employed, 
except as case studies. 

The evaluation challenges that emerge from large-scale community-based 
efforts are formidable. The approach detailed by Connell and Kubisch (1996) 
seems promising in that theories of interventions can help to establish lines of 
reasoning and lines of evidence that can be developed and probed; with careful 
thought, the effects of community-based interventions may be demonstrated. 

The emphasis on innovative methodological approaches, in which evalua- 
tion designs are built into the program from its very inception, requires the 
development of a research capacity that is flexible, creative, and able to integrate 
both quantitative and qualitative research findings. What is not yet known are the 
circumstances that are conducive to these synthesis efforts; the extent to which 
they can be successful in identifying relevant and interim community process 
factors as well as child, family, and community outcomes in the prevention and 
treatment of family violence; and the relative effectiveness of such approaches 
when compared to traditional service delivery system efforts. 

CONCLUSION 

Evaluation studies in the area of family violence are usually small in scale, 
likely to be underpowered, and subject to a long list of rival interpretations 
because of study designs that include threats to validity, such as the lack of 
appropriate control groups, small study samples, unreliable research measures 
that have not been tested across diverse social classes and ethnic and cultural 
groups, short follow-up periods, and inconsistencies in program content and ser- 
vice delivery. Limited evidence exists in this field about what works, for whom, 
and under what conditions. Furthermore, program development and service in- 
novation have exceeded the capacity of the service system to conduct meaningful 
evaluation and research studies on existing programs, interventions, and strate- 
gies or integrate such research into service delivery efforts. 

It is not clear whether this state of affairs is due to limited funding, short time 
horizons for studies that prevent the accumulation of a sufficient sample size, or 
the absence of the pre-evaluation research necessary to describe usual-care ser- 
vices and the nature of the intervention. This characterization is comparable to 
that of other fields of violence research. 

At numerous points in the research and program development processes, 
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there are opportunities for greater collaboration between service providers and 
researchers. Developing knowledge about what works, for whom and under what 
conditions requires attention to four areas: (1) describing what is known about 
services that are currently available within the community, (2) documenting the 
theory of change that guides the service intervention, (3) describing the stages of 
implementation of the service program, and (4) describing the client referral, 
screening, and baseline assessment process. The size and sensitivity of indi- 
vidual studies could be enhanced by greater attention to the referral and screening 
processes and the workloads of staff in service agencies. More useful evaluation 
information could be gathered by paying closer attention to the information needs 
of staff. Creative study designs that incorporate principles of self-determination 
and mutual understanding of the goals of research in the design of evaluation of 
research studies could be developed through collaboration among researchers, 
front-line workers, and program developers. Team-building efforts are needed to 
address the dynamics of collaboration and to foster greater opportunity for func- 
tional partnerships that build a common respect for research requirements and 
service information needs. 

Understanding the interventions from the perspective of those who develop 
or use them could go a long way toward illuminating the strengths and weak- 
nesses of existing services. The development of measurement schemes that 
faithfully reflect the theories and processes underlying interventions is a promis- 
ing area of greater collaboration. The use of community measures and the role of 
social context, including the impact of social class and culture, deserve further 
analysis in evaluating family violence interventions. 
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Social Service Interventions 



State and municipal governments and nongovernmental entities provide a 
broad range of social services designed to prevent or treat family violence. These 
services include counseling and advocacy for victims of abuse; family and care- 
giver support programs; alternative living arrangements, including out-of-home 
placement for children, protective guardianship for abused elders, and shelters 
for battered women; educational programs for those at risk of abusing or being 
abused; intensive service programs to maintain families at risk of losing their 
child; and individual service programs in both family and placement settings. 

Social service interventions may consist of casework as well as therapeutic 
services designed to provide parenting education, child and family counseling, 
and family support. Social service interventions also may include concrete ser- 
vices such as income support or material aid, institutional placement, mental 
health services, in-home health services, supervision, education, transportation, 
housing, medical services, legal services, in-home assistance, socialization, nutri- 
tion, and child and respite care. The scope and intensity of casework, therapeutic 
services, and concrete assistance to children and adults in family violence inter- 
ventions are often not well documented, and they may vary within and between 
intervention programs. As a result, similar interventions (such as parenting prac- 
tice and family support services) may offer very different kinds of services de- 
pending on the resources available in the community and the extent to which the 
clients can gain access to available services. 

Some social service interventions (such as child protective services) are 
directly administered by state agencies; some services (such as parenting educa- 
tion and family support programs) are funded by government agencies but are 
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provided by public or private services; other services (such as advocacy services 
for battered women) rely on grass roots support or local voluntary agencies. All 
of these interventions are designed to address the social support and safety needs 
of individuals and families, but they often have different focal points in meeting 
the needs of their clients. Their goals include the protection of children and 
vulnerable adults; the enhancement of parents’ ability to support and care for 
their children; the preservation of families; and the development of resources and 
networks to enhance family functioning, the safety of women, and the care of 
children and the elderly. 

Although treatment and prevention interventions for child maltreatment, do- 
mestic violence, and elder abuse have drawn on a series of theoretical frame- 
works over the past three decades, the connections between interventions and 
research are often uncertain and ambiguous. Their development has involved 
trial-and-error experiments in which ideas gain prominence for a short time, only 
to fade when disappointing results are documented (Wolfe, 1994). The interven- 
tions have focused on different levels — the individual, the family, the neighbor- 
hood, and the social culture — each providing a different set of outcomes of inter- 
est, complicating the tasks of designing interventions and evaluating their effects. 

In addition to shifts in theoretical frameworks and relevant outcomes, evalu- 
ations of social service interventions have been complicated by two other signifi- 
cant factors: (1) variations in programs that are viewed as a single intervention 
and (2) differences in the population of children or adults who receive the social 
services. Conflicting results in evaluation research studies thus may reflect these 
program differences (such as the intensity or scope of services or the training of 
service personnel) or variations in the personal histories or types of problems 
experienced by the clients served. 

This chapter reviews social service interventions and the available evalua- 
tions of them, using the selection criteria discussed in Chapter 1, first for child 
maltreatment, then for domestic violence, and finally for elder abuse. 

Although this discussion of social service approaches to addressing family 
violence identifies specific interventions, these are far from distinct strategies. 
There is substantial overlap in the specific services provided by each interven- 
tion — which raises the critical cross-cutting question of which elements in this set 
of interventions are most effective in preventing and treating family violence. 
Nevertheless, the specific interventions discussed in this chapter have been iden- 
tified by the field, and the evaluation literature has evolved from these services as 
they are identified. For this reason, the committee has retained these somewhat 
arbitrary distinctions. Although the interventions are described in discrete cat- 
egories, the individual interventions are part of a continuum of services available 
to victims and their families. The interventions discussed in one section may 
therefore be relevant in other sections of the chapter and to interventions dis- 
cussed in the chapters on legal and health care interventions. 



ERJC 



113 



SOCIAL SERVICE INTERVENTIONS 



95 



CHILD MALTREATMENT INTERVENTIONS 

Research points to the interaction of multiple factors in the maltreatment of 
children; the interaction of these factors has been described in a variety of theo- 
retical models that have evolved over the past decade (National Research Coun- 
cil, 1993a,b). Current models include (a) the ecological models of Belsky and 
Garbarino, based on the original conceptions of Urie Bronfenbrenner (Belsky, 
1980; Garbarino, 1977); (b) the transitional model, which regards child maltreat- 
ment and maladaptive parenting as extreme ends of a continuum of interactions 
among social and cultural forces, parenting roles, and individual behavior (Wolfe, 
1991, 1994); and (c) the transactional model of Cicchetti (Cicchetti and Carlson, 
1989), based on Sameroff and Chandler’s (1975) formulations, which focus on 
interactions among risk and protective factors in the social environment of 
the family. All three approaches share underlying assumptions that individual 
characteristics of the child or parent are insufficient to explain the nature and 
emergence of child maltreatment; each group of models uses a different set of 
assumptions to examine the interactive processes, perceptions, stresses, and so- 
cial supports in the family environment. 

Theorists have considered specific factors that appear to play a significant 
role in the different models: social isolation (DePanfilis, 1996; Kennedy, 1991; 
Ammerman, 1989), stress (Fanshel et al., 1992; Kennedy, 1991), mental health 
disorders (McCord, 1983), lack of knowledge about child development and rear- 
ing (Wolfe, 1987), contributing child behavior (including the lack of knowledge 
of self-protective behaviors) (Fanshel et al., 1992), and social and individual 
characteristics such as poverty and substance abuse. Three decades of research 
and practice have shifted the focus of treatment and prevention interventions 
away from models based solely on individual pathology toward broader social 
ecological models, with a new emphasis on the social context of parent-child 
relationships (Wolfe, 1994). 

Although the focus of concern is the child victim, interventions in this area 
often target the parent (usually the mother), under the assumption that behavior 
change in the parent will protect the child. Such activities include parent support 
groups, parent education, home visiting, mental health, and other concrete social 
support and therapeutic services. Programs targeting children include skill-build- 
ing around resistance to maltreatment, conflict management skills, and therapeu- 
tic interventions. Table 4-1 lists some major outcomes expected from social 
service interventions, many of which lack reliable measures. Most treatment and 
prevention interventions do not include data related to child maltreatment as an 
outcome measure, and those that do usually rely on reports of child abuse and 
neglect rather than observations of parent-child interactions. 

Many of the outcomes highlighted in the table are interrelated; any single 
intervention may have several intended outcomes for parents, for children, or for 
both. The relationships among outcomes, such as changes in mental health, 
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TABLE 4-1 Expected Outcomes of Social Service Interventions for Child 
Maltreatment 



Child Outcomes Parent Outcomes 



Enhanced child development and 
well-being 

Fewer child hospitalizations and 
fewer emergency room visits 

Lower injury and death rates and reduced 
child accident rate 

Amelioration of symptoms of maltreatment 

Ability to recognize dangerous and 
potentially dangerous situations 

Knowledge of and appropriate use of self- 
protective behaviors 



Improved parenting skills, knowledge of child 
development, and more realistic expectations 
for child behavior 

More stimulating home environment 

Reduced use of corporal punishment 

Increased use of community services and 
enhanced social support 

Fewer and more widely spaced pregnancies 
(for young parents) 

Reduced stress 



Reduction in reports of child abuse and neglect 
Reduction in out-of-home placements 



SOURCE: Committee on the Assessment of Family Violence Interventions, National Research 
Council and Institute of Medicine, 1998. 



parenting skills, use of community and other support services, child develop- 
ment, child maltreatment reports, and injury and death rates, are still poorly 
understood. Changes in cognitive or social skills may or may not be accompa- 
nied by behavioral changes (such as use of community resources); both are 
thought to be highly influenced by social context and cultural forces. For ex- 
ample, individuals are unlikely to seek out formal or informal services that have 
consistently been unavailable or unreliable in their family networks or neighbor- 
hoods. 

Six social service interventions for child maltreatment are reviewed in the 
sections that follow: (1) parenting practices and family support services, (2) 
school-based sexual abuse prevention, (3) child protective services investigation 
and casework, (4) intensive family preservation services, (5) child placement 
services, and (6) individualized service programs. The sections are keyed to the 
appendix tables that appear at the end of the chapter. 



4A-1: Parenting Practices and Family Support Services 
Child neglect is the most common form of child maltreatment reported to 
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child protective service agencies (National Center on Child Abuse and Neglect, 
1996b). Researchers have suggested that families who are socially isolated and 
lack social support may be more prone to neglect than matched comparison 
samples (Belsky, 1980, 1993; Belsky and Vondra, 1989; Bronfenbrenner 1979; 
Cicchetti, 1989; Rizley and Cicchetti, 1981; Thompson, 1994, 1995; Wolfe, 1987, 
1991). A number of strategies for intervention have been described and evalu- 
ated in the research literature, including (1) individual social support interven- 
tions, such as lay counseling, in-home education and parent aide programs, and 
parent education support group interventions; (2) multiservice interventions that 
match services to the specific needs of families; (3) risk assessment interventions 
that assess the strength of the family social support systems; (4) social skills 
training that seeks to improve a family’s ability to gain access to appropriate 
resources and services (see Table 4-2); and (5) intensive family preservation 
services, which provide family support counseling and referrals during periods of 
crisis. These interventions are discussed below in terms of what is known about 
the outcomes associated with different strategies. Another strategy for preven- 
tive intervention, the home visitation program, is usually administered by public 
health departments and is discussed in Chapter 6 in our review of health care 
interventions. 

Variations in the selection of relevant outcomes as well as differences in the 
service and evaluation designs make it difficult to compare the results of social 
service interventions in the area of child maltreatment. There is a lack of consen- 
sus about the definition of neglect (Dubowitz et al., 1993; Hegar and Youngman, 
1989; Zuravin, 1991), the goal of the intervention, key constructs that should be 
assessed in evaluating outcomes (Cameron, 1990; Gottlieb, 1980), the tools that 
can accurately measure the presence or absence of neglectful behavior, and the 
meaning of social support. Most of the evaluations in this area use relatively 
limited sample sizes, and few have control group comparisons (DePanfilis, 1996). 

The variety of outcomes measured includes maltreatment and placement 
rates, client motivation to change neglecting conditions, childrearing practices, 
parents’ personal care, and child outcomes in domains such as cognitive, lan- 
guage, verbal, and social skills (DePanfilis, 1996). Although reducing child 
maltreatment is the ultimate goal for most interventions, proxy outcomes, such as 
measures of improved child health and emotional and social adjustment, are often 
used to measure an intervention’s effectiveness. Official reports of child abuse 
and neglect are often viewed as unreliable indicators, because incidents may not 
be reported to authorities, or may be falsely reported, or because surveillance bias 
may affect reports in treatment families who are in close contact with social 
services programs. 

In addition, variations in the components, duration, and intensity of treat- 
ment services and the length of follow-up periods confound efforts to identify 
particularly promising interventions. Controlled designs of multiservice inter- 
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TABLE 4-2 Range of Family Support Interventions 



Strategy 


Description 


Social network models 


Used to evaluate the quantity and quality of a family’s 
linkages with formal and informal supportive resources 
outside the family system. Each model is structured 
somewhat differently, but all seek to identify intervention 
targets for strengthening the social network of families. 




Examples include: 

The Eco Map (Hartman, 1978) 

The Social Network Map (Tracy, 1991; Tracy and 
Whittaker, 1990) 

Index of Social Network Strength (Gaudin, 1979) 
Pattison Psychosocial Inventory (Hurd et al., 1981) 
Social Network Form (Wellman, 1981; Wolf, 1983) 


Individual social support 


Operates from a family empowerment philosophy and 
includes multiple types of social support mixed with 
professional interventions. Services may include casework 
services, support groups, parent training, support by lay 
therapists or parent aides, memberships in recreational 
centers, transportation, and homemaker services. Individually 
planned service mixes seek to match services to the specific 
needs of families. 


Parent education and 
support groups 


Offer information and role modeling as well as social support 
to impoverished families. Parent groups provide information 
on basic child care skills, problem solving, home 
management, and social interaction skills. 


Social skills training 


Seeks to increase the effectiveness of other interventions 
geared to serve specific social support functions. Researchers 
have suggested that neglectful parents are often handicapped 
by a lack of social skills that might enable them to utilize 
community support services. 



SOURCE: Modified from DePanfilis (1996). 



ventions have not been used to clearly document which program components are 
effective for which specific presenting problems. 

Quasi-Experimental Evidence 

Table 4A-1 lists 15 evaluations on increasing social support that meet the 
committee’s criteria for inclusion. The table includes studies that examine 
parenting education and social support interventions for families that experience 
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different types of stress, as well clinical interventions that focus more explicitly 
on providing mental health services for parents involved in known cases of child 
maltreatment. 

Reduced reported maltreatment. Three quasi-experimental evaluations with re- 
ports of child maltreatment as an outcome measure indicate no statistically sig- 
nificant difference in the rate of reports of abuse and neglect for experimental 
versus comparison groups following treatment (Barth et al., 1988; Barth, 1991; 
Wesch and Lutzker, 1991). A fourth study initially indicated fewer reports of 
abuse/neglect in the treatment program than a comparison group (Lutzker et al., 
1984), but this result was not maintained in the follow-up study (Wesch and 
Lutzker, 1991). 

Some evaluators have used the standardized Child Abuse Potential Inventory 
(CAPI) as a proxy outcome to assess the likelihood that parents will abuse their 
children again. Two evaluations of the Child Parent Enrichment Project, for 
example, found that treatment-group parents had significantly lower CAPI scores 
post-treatment, relative to pretreatment and relative to control parents (Barth et 
al., 1988; Barth, 1991). 

Parental competence and skills. Another outcome thought to enhance child 
well-being is improved parental competence. Seven of nine studies testing gains 
in parenting competence indicate positive effects of interventions to reduce child 
neglect (Burch and Mohr, 1980; Egan, 1983; Gaudin et al., 1991; Hornick and 
Clarke, 1986; Larson, 1980; National Center on Child Abuse and Neglect, 1983a; 
Schinke et al., 1986). One study did not find enhanced parenting skills in treat- 
ment groups relative to comparison groups (Resnick, 1985). A second study of 
parenting skills at home and in laboratory observation of parent-child interac- 
tions, which was the only study to explicitly include fathers, also found no reli- 
able change pre- to postintervention. The authors noted that aversive behavior 
scores for fathers in the treatment group did not differ significantly from scores of 
the nondistressed fathers in the no-treatment control group (Reid et al., 1981). 
Methodological factors, such as the use of observed effects versus self-report 
data and reliance on project-developed instruments rather than standardized as- 
sessment tools, discourage the comparison of these results with other studies. 

An evaluation was conducted of an intervention designed to change parental 
perceptions and expectations, to teach relaxation procedures to mediate stress and 
anger, and to train parents in problem-solving skills (Whiteman et al., 1987). The 
results indicate that all three individual intervention strategies improved parents’ 
scores on affection, discipline, and empathy indexes relative to no-treatment 
control parents. A composite intervention, which combined all three strategies, 
produced the largest change in index scores. 

Findings from less rigorous studies, which did not meet the committee’s 
selection criteria, examined the effect of teaching social skills to parents at risk of 
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neglect. Three studies report that parent support groups that offer social skills 
and problem-solving training are more successful with neglectful parents than 
programs offering more general content on child development (Daro, 1988; 
Gaudin et al., 1991, 1993). In a study of the Homebuilders program, the behav- 
ioral intervention to teach social skills was identified as an essential component 
(Kinney et al., 1991). 

Parental mental health. New theoretical models that emphasize the interactions 
among social context, mental health, and family functioning have emerged in 
interventions for child maltreatment, focusing on the need to improve parental 
self-esteem, stress management, and the regulation of impulsive behaviors in 
order to enhance parental (usually the mother’s) abilities to manage children 
through everyday care and discipline (Wolfe, 1994). Since parental apathy and 
impulsivity are commonly associated with caregiver behaviors in cases of child 
neglect (Polansky, 1981), a number of studies hypothesize that improving par- 
ents’ mental health will result in reduced child neglect. The relevant outcome in 
this approach is the intervention’s ability to produce beneficial changes in the 
parents’ mental health relative to comparison groups, including reduction of 
depression and negative effects of life stress and enhanced self-esteem. Six 
studies report at least short-term improvements in scores on standardized mea- 
sures for treatment parents in these areas (Barth et al., 1988; Barth, 1991; Brunk 
et al., 1987; Egan, 1983; Resnick, 1985; Schinke et al., 1986). However, the only 
study that included long-term follow-up reported that treatment gains were not 
maintained after a one-year interval, and the hypothesized connection between 
short-term competence enhancement and long-term prevention of maltreating 
behaviors lacked empirical support (Resnick, 1985). 

Social support. Social support has been described as the social relationships 
that provide (or can potentially provide) material and interpersonal resources that 
are of value to the recipient (Thompson, 1994). The absence or presence of social 
support and involvement in social networks has been identified as an important 
risk factor for abusive families, especially in cases of neglect. Social support can 
provide a variety of services that help reduce stress in family life, including 
individual and family counseling, advice on parenting practices, child and respite 
care, financial and housing assistance, sharing of tasks and responsibilities, skill 
acquisition, and access to information and services. 

A number of evaluations use social network assessment tools to determine if 
interventions can reduce social isolation for neglectful families, thereby decreas- 
ing propensity for neglectful behavior (Barth et al., 1988; Barth, 1991; Gaudin et 
al., 1991, 1993; Resnick, 1985; Schinke et al., 1986). Two found no beneficial 
results in social support (Barth et al., 1988; Barth, 1991); two others found 
improved social support for families receiving treatment (Gaudin et al., 1991; 
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Schinke et al., 1986). A sixth study found initial improvement in social support 
that deteriorated over time (Resnick, 1985). 

These results have not yet been able to suggest that network assessments will 
lead to more effective interventions or improved treatment outcomes (DePanfilis, 
1996). However, one less rigorous recent study suggests that collecting data on 
perceived social support, the reported frequency of use, and satisfaction with 
different types of support may provide better indicators of social support than 
structural features alone (Tracy and Abell, 1994). 

Some research has focused on the role of “natural helpers” — individuals who 
supplement the efforts of formal social service agents and who have connections 
to the values and norms of the community in the social environment of distressed 
families (Collins and Pancoast, 1976; Thompson, 1994, 1995). The efficacy of 
natural helpers in counteracting the multiple stresses of disadvantaged communi- 
ties is not well understood; some research has suggested that creating a web of 
social support for families at risk of abuse or neglect may require connections 
with self-help groups (such as Parents Anonymous) or family support centers that 
are especially knowledgeable about the problems of child maltreatment and can 
provide counseling and advice outside the context of everyday social relation- 
ships (Thompson, 1994). 

Home environments. One evaluation looked at improvements in home environ- 
ments as a proxy for decreased likelihood of child neglect with mixed results 
(Larson, 1980). Larson found improvements in treatment group families. 



Implications 

Social service interventions designed to improve parenting practices and 
provide family support have not yet demonstrated that they have the capacity to 
reduce or prevent abusive or neglectful behaviors significantly over time for the 
majority of families who have been reported for child maltreatment. Although 
parental behavior can be modified in terms of stress, empathy, anger control, and 
child discipline, confidence in these and other proxy outcomes (such as improved 
parental skills and altered perceptions of child behavior) requires greater under- 
standing of the key attributes of parental competence that relate to child maltreat- 
ment. Several interventions have demonstrated an ability to improve parental 
competence in the short term, but whether these gains can be maintained over 
long periods under stressful conditions and across different periods of the child’s 
development is not certain. The intensity of the parenting and social support 
services required may be greater than initially estimated in order to address the 
fundamental sources of conflict, stress, and violence that occur repeatedly over 
time in the family environment, especially in disadvantaged communities. Fo- 
cusing as they do on single incidents and short periods of support, the interven- 
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tions in this area may be inadequate to deal with problems that are pervasive, 
multiple, and chronic. 

The use of social networks to build and sustain parental competence is a 
separate area that requires further analysis. Although a parent’s use of social 
networks to support family functioning can be influenced through interventions, 
there is not enough evidence to indicate whether changes in social networks can 
create changes in parenting practices that endure over time and result in reduced 
child maltreatment. The evidence, although intriguing, does not yet provide clear 
indications as to which types of families are most likely to benefit from parental 
education and family support services as opposed to mental health services de- 
signed to address depression, lack of empathy, and impulsive behavior in both 
parents and children. Neither does the research base yet clarify whether enrich- 
ing the supply of community resources will lead to expanded use of support 
services by families at risk of child maltreatment. Consistent dialogues between 
researchers and practitioners could facilitate greater awareness of the need to 
match families with individualized interventions. 



4A-2: School-Based Sexual Abuse Prevention 

Sexual abuse prevention programs are organized around the theory that chil- 
dren can be taught to avoid abuse or to protect themselves from further abuse by 
reporting threatening or abusive situations and employing other learned self- 
protective behaviors (Daro and McCurdy, 1994). Most child sexual abuse pre- 
vention education is classroom-based, brief in duration, and includes training on 
concepts of body ownership, types of touching, and skills to avoid or escape 
sexually abusive situations. Children are encouraged “to tell.” Curricula may 
also include assertiveness training for older youths (Barth and Derezotes, 1990). 
Some programs include a parental component, although such efforts are rarely 
evaluated (Reppucci and Haugaard, 1988). Formats include skits, puppet shows, 
songs, films, videos, and story and coloring books. 

Table 4A-2 lists 14 evaluations in this area that meet the committee’s criteria 
for inclusion. In general, these evaluations lack long-term follow-up data and 
rely on proxy outcomes, such as an increase in children’s knowledge and skills 
(Carroll et al., 1992). The evaluations indicate that, although most programs can 
provide positive changes in cognitive skills and program- specific prevention be- 
havior, especially when they draw on age-appropriate materials and special 
teacher training, the size and duration of this effect for children at different 
developmental stages remain generally unknown. Two programs that included 1- 
to 6-month follow-up found that children retained “flight” responses to situ- 
ational lures (Harvey et al., 1988; Kolko et al., 1989). However, the evaluations 
have not included long-term follow-up studies that could demonstrate that these 
changes constitute a sexual abuse prevention effect for the general population of 
children, reduce the risk of sexual abuse to the vulnerable children who receive 
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the training, or mitigate the consequences of sexual abuse when it occurs by 
encouraging reports to an adult. The studies demonstrate that children can retain 
prevention information, but retention may be influenced by age at exposure, 
length of training, and inclusion of review sessions. Moreover, there is some 
question about children’s ability to translate knowledge into actual behavior and 
whether increased knowledge or learned self-protective behaviors do protect chil- 
dren from sexual abuse by family members. 

4A-3: Child Protective Services Investigation and Casework 

The primary duty of state- or county-administered child protective services 
(CPS) agencies is to investigate and either substantiate or dismiss reports of child 
maltreatment; these casework management services (as opposed to treatment and 
prevention services) account for the large majority of the CPS budget in most 
communities. In the course of an investigation, social workers are charged with 
a dual responsibility: protecting the safety of the child and maintaining the family 
if that course is consistent with child protection. Short-term interventions in this 
area include provision of casework services, concrete and therapeutic interven- 
tions, referral to community-based services, and short-term placements during 
the investigation phase. Services provided after investigation include concrete 
services, education, referral to community-based agencies, crisis intervention, 
treatment, and temporary or permanent placement in substitute care if necessary 
(National Center on Child Abuse and Neglect, 1996a). 

There is wide variation in the duration, timing, and kinds of CPS interven- 
tions offered to maltreated children and their families, from no services to sup- 
port, counseling, and placement services (Meddin and Hansen, 1985). Some 
reviews of the effectiveness of social casework intervention with troubled fami- 
lies in general (not just child protective services) have indicated limited evidence 
of the effectiveness of casework intervention (Lindsey, 1994), noting that the 
caseworker often has little ability to change the structural and institutional barri- 
ers (such as unemployment, dangerous neighborhoods, poor housing) that con- 
front many of their clients, limiting the scope of the intervention to smaller-scale 
problems. 

There are no evaluations of child protective services that meet the com- 
mittee’s criteria for inclusion. Thus, several decades of experience with different 
types of CPS interventions remain relatively unexamined in the research litera- 
ture, and the impacts of case identification and investigation procedures and 
practices are unknown. In the absence of a research base, policy makers rely on 
anecdotes and media accounts to formulate guidelines for casework interven- 
tions. The available studies analyze how type of abuse and degree of risk influ- 
ence rates of case investigation, substantiation, and child placement as a result of 
investigation (Barth et al., 1994; English and Aubin, 1991; Murphy et al., 1991). 
At present, child sexual abuse is the most likely type of abuse to be investigated; 
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neglect is the least likely to be investigated and substantiated, although the large 
majority of reported cases involve allegations of neglect. 



4A-4: Intensive Family Preservation Services 

Once child maltreatment has been substantiated, assuming resources are 
available, caseworkers design a service plan. Many localities have adopted an 
array of services referred to as intensive family preservation services, which are 
designed to avert child placement in substitute care and, if possible, keep the 
family intact through the provision of therapeutic and concrete services, such as 
home appliance repairs and temporary rent subsidies. 

Interventions in this area are short term and crisis oriented. Prior to referral 
for services, a child must be assessed as at imminent risk of removal from the 
family. Although specific components of these services vary, there are some 
common features (Fraser et al., 1991; Wells and Biegel, 1992). Generally, they 
are brief (4-6 weeks), intense, home-based, therapeutic, and concrete; the case- 
loads tend to be small. In keeping with the 1980 Adoption Assistance and Child 
Welfare Act (Public Law 96-272), the programs are shaped by the philosophy 
that, as long as their safety can be reasonably ensured, the best place for children 
to live is in their own homes. Family preservation strategies are also guided by 
the theory that families are more responsive to change during periods of crisis and 
are more likely to engage in services at such times (Heneghan et al., 1996; 
Kinney et al., 1977; Edna McConnell Clark Foundation, 1985). 

The outcome measures used in evaluations of intensive family preservation 
services are ( 1) prevention of child removal and (2) reduction in the length of stay 
in placement outside the home. Some studies count any type or length of place- 
ment in measuring outcome (Feldman, 1991), whereas other studies do not con- 
sider placement with a relative or other temporary placement (Pecora et al., 
1992). The use of administrative data on placements excludes other indices of 
success, such as a reduction in the number of runaway episodes (Bath and 
Haapala, 1993). And, although placement is a primary outcome measure, it is not 
always indicative of service failure (Nelson 1988; Tracy, 1991; Wells and Biegel, 
1992). 



Quasi-Experimental Evidence 

Table 4A-4 lists 14 evaluations in this area that meet the committee’s criteria 
for inclusion (the use of a comparison or control group in the conduct of the 
study). Some investigators found small or temporary effects on families 
(Feldman, 1991 ; Schwartz et al., 1991; Dennis-Small and Washburn, 1986; Pecora 
et al., 1992). Others reported that the majority of families who receive services 
improved significantly and maintained improvements for 6 months to a year 
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(Bergquist et al., 1993; Halper and Jones, 1981; Walton et al., 1993; Walton, 
1994; Wood et al., 1988). Still others found no difference in the number of 
episodes of out-of-home placements for families who received services over 
comparison families, but they do report shorter placement episodes (AuClaire 
and Schwartz, 1986; Schwartz et al., 1991). 

In a methodological assessment of an identified field of 46 evaluations, 36 
were excluded from further consideration because they used no comparison 
groups (Heneghan et al., 1996). Four of the remaining group of 10 studies were 
also found to be methodologically unacceptable because of poorly defined as- 
sessment of risk, inadequate descriptions of the interventions provided, and 
nonblinded determination of the outcomes. The methodological review of 10 
evaluation studies by Heneghan et al. (1996) concluded that rates of out-of-home 
placements were 21 to 59 percent among families who received intensive family 
preservation services and 20 to 59 percent among comparison families. The 
relative risk of placement was significantly reduced by services in only two 
studies; one of these sites had the highest rate of placement for both treatment 
and comparison groups. 



Implications 

Although intensive family preservation services may delay placement for 
many families in the short term (Schwartz et al., 1991; Pecora et al., 1992), there 
is little evidence to date that the services resolve the underlying family dysfunc- 
tion that precipitated the crisis or improve the child’s well-being or the family’s 
functioning. The use of placement rates as a primary outcome is problematic, 
since it is a “program-based” measure that may not fully capture the range of 
positive effects of the intervention (Heneghan et al., 1996). Attention to other 
child and family outcomes, such as child development, maternal-child interac- 
tions, episodes of maltreatment, and injury rates, might demonstrate more con- 
clusively that these services provide better child and family outcomes than foster 
care, but these effects have not been tested in the evaluation literature. 

At best, a 30-day intervention can be expected only to stabilize the immedi- 
ate crisis that places the child at imminent risk. Dramatic results cannot be 
expected in this area given the number and magnitude of the problems faced by 
many families and the variability in the services that are provided to them 
(Schuerman et al., 1994). The results suggest that longer-term interventions may 
be required to sustain changes initiated by the intensive family preservation 
services and that the differential effects for different types of families need more 
attention. 

Evaluations in this area are confounded by differences in the types of abuse 
and characteristics of families and children referred for services. Targeting ser- 
vices to families who are most likely to benefit from them is an important goal. 
However, it is uncertain whether improved targeting will significantly reduce 
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child placement rates, because those families who are most likely to benefit may 
not be the same as those who are most at risk for child removal. 

Several major issues require consideration in assessing the effectiveness of 
these interventions. First is the issue of targeting: Do the programs actually 
serve children at imminent risk of placement? Many studies do not define what 
is meant by imminent risk and programs vary regarding the concept of “place- 
ment” (Feldman, 1991; Tracy, 1991; Wheeler et al., 1992; Schuerman et al., 
1994; Fraser et al., 1991; Yuan et al., 1990; Schwartz et al., 1991). As a result, it 
has been difficult to establish valid comparisons of results across studies. Fur- 
thermore, the decision about what constitutes imminent risk is usually based on 
the subjective judgment of the caseworker (Rossi, 1992; Tracy, 1991; McCroskey 
and Meezan, 1993). 

Several studies question the utility of imminent risk as an eligibility criterion 
for the programs (Ensign, 1991; Rossi, 1992; Schuerman et al., 1994; Yuanetal., 
1990). They also do not account for the spontaneous remission of symptoms, as 
families reestablish their equilibrium after the abatement of the crisis that trig- 
gered the intervention (Jones, 1991; Rossi, 1992). Until standardized definitions 
and objective assessment tools are adopted to measure services, placement, and 
risk, tests of the efficacy of an intervention strategy using this criterion will 
remain difficult. 



4A-5: Child Placement Services 

In some cases, removal of the child from the home becomes unavoidable. 
Placement settings include foster care, therapeutic foster care, residential group 
care, and psychiatric hospitalization. Recently kinship care, or placement with a 
relative, has been included in this array of services. For teenagers who have 
remained in alternative care to adulthood, interventions have been designed to 
foster safety and self-sufficiency in the transition from foster care to independent 
living. 

The number of children taken from their homes as a result of investigations 
is not clear (Table 4-3). One study of 169 investigations indicated that 59.7 
percent of the substantiated cases were offered no services, that placement (13 
percent) and counseling (11 percent) were the most frequently offered services 
for cases that did receive attention, and that for those children placed, services 
prior to placement were considered by social workers only one-third of the time 
(Meddin and Hansen, 1985). A more recent study found that 56 percent of all 
indicated cases were closed the same day they were officially substantiated 
(Salovitz and Keys, 1988). Estimates of the number of out-of-home placements 
as a result of maltreatment range from 1 to 15 percent for substantiated cases 
(American Humane Association, 1979; Runyan et al., 1981; National Center on 
Child Abuse and Neglect, 1996c; English, 1994). 

An increased focus on the nature and effectiveness of placement services for 
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TABLE 4-3 Responses to Reports of Child Maltreatment by Child Protective 
Services 



Citation 


Substantiated Cases 
Offered Services (%) 


Substantiated Cases Resulting 
in Out-of-Home Placement/ 
Dependency Proceedings (%) 


Meddin and Hansen, 1985 


60 


13 


Salovitz and Keys, 1988 


44 




National Committee to 
Prevent Child Abuse, 1991 


78 




Tjaden and Thoennes, 1992 


75 


21 


McCurdy and Daro, 1994 


19 state reports vary from 
29-100; average 60 




English, 1994 




15 



SOURCE: Committee on the Assessment of Family Violence Interventions, National Research 

Council and Institute of Medicine, 1998. 



maltreated children has emerged in the past 10 years. Although out-of-home 
placements represent a small percentage of all services for children reported and 
substantiated for maltreatment, recent data from the U.S. General Accounting 
Office (1993) indicate a 55 percent increase in placement from 1985 to 1991. 
Adolescents ages 12 to 18 were the largest group in placement in 1986; by 1995, 
children under age 5 are the largest group in placement (Goerge et al., 1994b). 
Rapid growth in the numbers of children who are placed outside the home is 
evident in urban centers associated with the onset of the drug epidemic, although 
the rate of placement relative to numbers of cases handled by the child welfare 
system has remained relatively stable. The entry and length of stay fluctuates 
over time and between population subgroups, the number of infants entering 
foster care has increased dramatically, and infants have longer lengths of stay 
than children who enter at older ages (Goerge et al., 1994b). 



Quasi-Experimental Evidence 

Table 4A-5 lists the four evaluations in this area that meet the committee’s 
criteria for inclusion. Effectiveness of foster care has generally been measured in 
two ways: (1) whether or not the placement is permanent and (2) the level of the 
child’s or adult’s ability to function upon leaving foster care. Two studies re- 
viewing long-term outcomes indicate that children who are removed from their 
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homes fare no worse on proxy variables for development and social adjustment 
than their maltreated peers who are left at home (Runyan and Gould, 1985; Wald 
et al., 1988). A study of infants in residential treatment showed short-term 
improvements in height and weight and interaction skills, a decline in psychomo- 
tor development pre- to postintervention, and a decline in interaction skills 5 
months later (Elmer, 1986). A fourth study reported that foster parent retention 
and satisfaction with their foster children’s behavior can be enhanced by provid- 
ing training, support, and increased stipends (Chamberlain et al., 1992), but it is 
uncertain whether such changes lead to improvements in the children’s function- 
ing as well. 

Research on foster care outcomes generally consists of follow-up studies of 
youth in foster care with little comparison group analysis, weak retrospective 
designs, and small sample sizes, with significant attrition rates of subjects across 
studies (Royse and Wiehe, 1989). A review of 27 less rigorous evaluations of 
foster care found a variety of poor outcomes (including failure to complete high 
school, public assistance, homelessness, and frequent use of alcohol and drugs) 
for adults who grew up in foster care (McDonald et al., 1993). However, there 
was significant variation in the methodology and results of the studies included in 
the review. Many of these studies compared foster care children to those who 
lived with their biological families without considering the issue of maltreatment. 
Longitudinal studies of children in foster care (Fanshel and Shinn, 1978; Fanshel, 
1992; Runyan and Gould, 1985; Widom, 1991) found generally favorable out- 
comes for children; the authors found no evidence that foster care alone was 
responsible for a significant portion of social adjustment problems, including 
crime and delinquency, encountered by child victims of maltreatment. Other 
studies have found less positive long-term outcomes for adults who were children 
in foster care: their educational attainment is below average (Palmer, 1976; 
Zimmerman, 1982; Festinger, 1983; Jones and Moses, 1984); their unemploy- 
ment is higher than in the general population (Festinger, 1983; Barth, 1990; Jones 
and Moses, 1984; Zimmerman, 1982); and housing for many is marginal or 
unstable (Russell, 1984; Harari, 1980; Jones and Moses, 1984; Susser et al., 
1987; Sosin et al., 1991). 

Since those studies were completed, the Independent Living program has 
been initiated in many states, specifically targeting youth ages 16 to 18 leaving 
foster care. The purpose of this program is to help prepare foster children for the 
transition to independence, including specific training in employment, education, 
and other basic living skills. Studies conducted on youth leaving foster care in 
the 1990s may reveal different results. 



Implications 

A key question for foster care research studies is whether out-of-home place- 
ment for children who have experienced abuse or neglect creates a separate 
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source of additional harm or benefit for their development. The evaluation re- 
search base is not sufficient to provide clear answers, but longitudinal studies 
suggest many children who reside in foster care fare neither better nor worse than 
those who remain in homes in which maltreatment has occurred. However, the 
changing character of children in foster care over the last decade, with the trend 
toward increased placement of children under age 5, requires new studies to 
examine whether the age, length, or stability of placement is correlated with 
beneficial or adverse outcomes, especially when children in placement tire com- 
pared with young children who have been maltreated but remain with their fami- 
lies. Prior research has shown that the younger the child is at placement, the less 
likely the child will return home. 

Comparing family foster care to residential services (a group home or center- 
based form of placement) suggests that children in foster care are better able to 
function in less restrictive post-discharge environments and are more often dis- 
charged to family or relative care. Foster care appears to offer significant cost 
advantages compared with residential treatment (Hawkins et al., 1985, 1989; 
Rubenstein et al., 1978). But there is some question as to whether children in 
foster care and residential treatment are comparable in terms of their mental 
health and experience with trauma (Barth et al., 1994). Interpretation of the data 
on whether placement in foster care is permanent is made difficult by the need to 
average across all children in placement (Shyne and Shroeder, 1978; Wiltse, 
1985). 

Although residential services are widely used as an intervention for older and 
more disturbed youth who cannot live with their families, they have not been 
assessed to determine their effectiveness. There is little empirical evidence avail- 
able to identify which characteristics of an after-care intervention are effective, 
although such services are widely acknowledged as important (Whittaker and 
Pfieffer, 1994; Jenson et al., 1986). 

4A-6: Individualized Service Programs 

Out-of-home placements may not necessarily signal the end of service provi- 
sion to the child victim; in some cases, intensive programs are designed to 
prevent the need for other, more costly, or perhaps stigmatizing interventions. 
Individualized service programs have been developed to identify flexible and 
intensive intervention plans that meet children’s needs and provide services in the 
least restrictive environment', either with their biological families or not. These 
programs emphasize consideration of the total environment in which the malad- 
justed behavior occurs rather than focusing solely on the child’s behavior. 

The majority of the research in this area is descriptive or focuses on imple- 
mentation issues (Burchard et al., 1993; Burchard and Clarke, 1989; Duchnowski 
et al., 1993; Van Den Berg, 1993; Dollard et al., 1994). Most evaluations are 
anecdotal, drawing on nonstandardized measures and data-gathering procedures 
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and small, nonrandom samples; they lack control or comparison groups and clear 
specification of program components and procedures (Bates et al., 1995). 

Table 4A-6 lists the three evaluations in this area that meet the committee’s 
criteria for inclusion. Two studies that measured the comparative success of 
individualized service interventions against subsequent reports of child maltreat- 
ment and removal of the child did not show positive results (Hotaling et al., 
undated; Jones, 1985). Both found that children receiving individualized ser- 
vices were just as likely to live out of the home and their families were just as 
likely to be the subject of maltreatment reports as comparison families receiving 
routine community services. 

One of the most rigorous studies of individualized service interventions 
compared 109 children in foster care who received individualized services to 
children who did not (Clark et al., 1994). Both groups had significantly improved 
scores on measures of emotional and behavioral adjustment, but children who 
received individualized services had significantly improved scores on certain 
dimensions (such as withdrawal of attention). The treatment group had signifi- 
cantly fewer days of incarceration and fewer felony convictions than the com- 
parison group. 

The very nature of individualized service interventions makes them difficult 
to evaluate, and the evaluations difficult to compare. Because each family in the 
treatment group is theoretically receiving the mix of services designed to address 
its particular needs, repeated iterations would be required to identify the “best” or 
“most effective” mix of services for a particular kind of family. Trying to gener- 
alize from one study population to another with different characteristics and 
problems would require increasingly complex methodology. The most effective 
approach may be to design methodologically sound evaluations of each indi- 
vidual service plan, and then design evaluations to test varying service packages. 

DOMESTIC VIOLENCE INTERVENTIONS 

Today, there are approximately 1,800 programs in the United States for 
victims of violence by spouses and intimate partners; approximately 1,200 of 
these programs are shelters (Plichta, 1995). Shelter programs emerged in the 
1970s in response to grass roots concerns about the need to provide places of 
safety and emotional support for battered women and their children. The shelter 
movement has evolved to include a broad array of related social services, includ- 
ing 24-hour hotlines, counseling, job training, medical and legal assistance, refer- 
rals to drug and alcohol treatment, and housing assistance. This combination of 
crisis intervention and social support has emerged in a variety of settings, includ- 
ing religious organizations, women’s organizations, hospitals, and community 
development programs. Individual social workers, psychologists, and clinics 
also provide services to victims of domestic violence. 

This section describes social service interventions designed for battered 
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women and evaluations of such interventions. Mental health programs for bat- 
tered women and children who witness domestic violence are discussed in the 
chapter on health interventions. Programs for male perpetrators of domestic 
violence are discussed in the chapter on legal interventions, since the client 
referrals to these programs are largely administered through the courts. 

As in the field of child abuse, variation in the outcomes identified compli- 
cates the task of designing and implementing evaluations of services for battered 
women. Although the ultimate goal is to foster violence-free lives, it is often 
unrealistic to expect a brief intervention focused on the victim to create a situa- 
tion in which a batterer is no longer violent. Interim outcomes are therefore often 
used to judge the effectiveness of interventions — such as greater empowerment 
and increased options for victims, improved life skills (including improved com- 
munication and self-assertive skills), and more effective use of available commu- 
nity services. Even these proxies, however, are difficult to quantify in a standard- 
ized way (Table 4-4). Given the difficulty of precisely defining desired outcomes 
of interventions for domestic violence and the even greater difficulty of quantify- 
ing them, only a small number of quasi-experimental evaluations of such inter- 
ventions exist. Some evaluations that did not meet the committee’s criteria for 
inclusion nonetheless are discussed below because they are valuable in their 
attempt to clarify issues in outcome measurement and program implementation. 



TABLE 4-4 Expected Outcomes of Social Service Interventions for Domestic 
Violence 



Outcome 


Data Source 


Absence of violence 


Interviews with survivors, former perpetrators 
End of relationship with perpetrator 
Police reports 
Medical/hospital records 


Empowerment 


Interviews with survivors 

Discrete actions (e.g., adopting safety plan) 

Improved measure of self-sufficiency, self- 

reliance 

Improved mental health 


Effective use of community services 


Caseworker records 


Self-sufficiency 


Interviews with victims 

Discrete actions accomplished (e.g., obtaining a 
job, pursuing education, finding housing) 



SOURCE: Committee on the Assessment of Family Violence Interventions, National Research 
Council and Institute of Medicine, 1998. 
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Four interventions are described in the sections that follow: (1) shelters for 
battered women, (2) peer support groups for battered women, (3) advocacy ser- 
vices for battered women, and (4) domestic violence prevention programs. The 
sections are keyed to the appendix tables that appear at the end of the chapter. 

4B-1: Shelters for Battered Women 

No national data exist on the number or the characteristics of clients who are 
served by various shelter programs. Individual state data on waiting lists and 
tum-away rates indicate that the resources are inadequate to meet the needs of 
victims of domestic violence (National Research Council, 1996). 

Women who go to shelters tend to be from lower socioeconomic groups. 
Women with more economic resources may not appear in shelter samples be- 
cause they are able to pay for temporary shelter or rely on housing provided by 
friends or relatives; they may seek other services through private means. The 
racial makeup of shelter users seems to reflect the regional location of the shel- 
ters. It may be that women who use shelter services are experiencing the most 
serious violence at home and therefore do not represent other women who are 
victimized (Berk et al., 1986). 

Most studies of shelters and the outcomes of shelter stays are descriptive. 
The committee found no evaluations that compared outcomes for women using 
shelters with outcomes for battered women not using shelters. Several studies do 
compare women’s pre- and post-shelter experiences or compare groups of shelter 
residents based on services provided either during or after the shelter stay. Re- 
cruiting samples of battered women to study can be difficult. Some researchers 
advertise for subjects, creating a sample that is subject to self-selection bias. 
Most studies have drawn samples from women who seek help at a shelter or 
elsewhere (for example, the courts). The use of such samples makes it impossible 
to have a control group of women who have not sought services, so that a quasi- 
experimental evaluation is not possible. 

One potentially important outcome measure for programs is the victim’s 
progression through stages of change. Housing, education or job training and 
acquisition, economic self-sufficiency, child care, safety, and other issues need to 
be resolved before a woman can completely separate from an abusive partner on 
whom she has been emotionally or financially dependent. Work is currently 
under way on a tool for the measurement of one conceptualization of the stages of 
change women experience on their way to leaving a violent relationship (Brown, 
1997). This may prove to be an important instrument for assessing programs for 
victims of violence. Should such an instrument be developed, it will be critical to 
evaluate whether it is a valid and meaningful measure for all women or only 
certain groups. 

Table 4B-1 lists the only evaluation in this area that meets the committee’s 
criteria for inclusion. It found that, for some women, shelters appeared to limit 
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new incidents of violence in the 6 weeks following shelter stays (Berk et al., 
1986). Another larger but not controlled study found that shelters play a pivotal 
role in helping women seek appropriate support services (Gondolf and Fisher, 
1988). 

Beyond traditional shelters, transitional housing programs, which provide 
not only shelter but also continued advocacy and counseling services to residents, 
allow women to gradually make the transition from violent home, to emergency 
shelter, to marshaling the skills and resources necessary to eventually live inde- 
pendently. These transitional programs have not yet been rigorously evaluated; 
anecdotal information from service providers and victims indicates that the op- 
portunity for an extended period of safe, low-cost housing, support services 
including child care and health services, and opportunities for generating an 
independent source of income are critical to the goal of violence-free, indepen- 
dent living. 



4B-2: Peer Support Groups for Battered Women 

The most common auxiliary service offered to battered women in the social 
service context is peer or support group counseling. These programs may be 
offered through a shelter, social service agency, religious group, or other commu- 
nity organization. The groups are facilitated by professional therapists, parapro- 
fessionals, or victim advocates and generally focus on identification of feelings 
about being victimized, education about domestic violence, and skill-building 
and self-protective behaviors (Walker, 1979; Dutton, 1992). Few such services 
have been evaluated (Taylor, 1995), and none meets the committee’s criteria for 
inclusion. 



4B-3: Advocacy Services for Battered Women 

Advocacy services are typically provided to battered women by shelter staff 
or trained lay persons in the community, who include self-identified survivors of 
domestic violence themselves. The role of the advocate is to inform the client of 
her legal, medical, and financial options, to validate her feelings of being victim- 
ized, to facilitate her access to community resources, to assist her in goal setting 
and making choices, and to provide emotional support. Advocacy services may 
be provided in-person either in a shelter, in a community agency, or by telephone 
hotline. Advocacy services are frequently offered by communities in conjunction 
with emergency shelter and more formal individual counseling or support groups. 

Table 4B-3 lists two evaluations in this area that meet the committee’s crite- 
ria for inclusion. The outcome measures used include standardized mental health 
instruments and nonstandardized measures of social support and access to com- 
munity resources. Neither study found a connection between the use of advocacy 
services and the cessation of violence. Tan et al. (1995) conclude that short-term 
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advocacy may not be sufficient given the severe life difficulties that battered 
women face. 

An emerging intervention for battered women extends traditional advocacy 
services into weeks and months beyond the crisis period during which services 
are commonly available. One less rigorous study found that women significantly 
improved their scores for appraisal support (finding someone to talk to about 
one’s problems); there was also some evidence of an increase in self-esteem by 
the end of the program (Tutty, 1995). Although this evaluation does not meet the 
criteria for a quasi-experimental evaluation, it is the first to use qualitative and 
quantitative methods to review follow-up services. 

The evaluations reviewed do not indicate that short-term advocacy services 
for battered women reduce the risk of future violence to the victims. However, 
advocacy programs do appear to improve other outcome measures, such as in- 
creased social support for the victim and enhanced self-esteem and feelings of 
empowerment. Future research should focus on how these outcomes are associ- 
ated with long-term safety for battered women. More research and experimenta- 
tion with longer-term advocacy models are needed. 



4B-4: Domestic Violence Prevention Programs 

Domestic violence prevention efforts generally consist of school-based pro- 
grams on dating and on domestic violence in intimate relationships. Such pro- 
grams focus on gender roles, expectations, and personal safety as well as legal 
statutes regarding relationship violence. Community-wide efforts have begun 
recently in some areas to build this movement through specific strategies to 
educate men and women about domestic violence and to create a community 
norm that reduces social tolerance of and provides sanctions for violent behavior 
(including restrictions on gun ownership). 

Table 4B-4 lists four evaluations in this area that meet the committee’s 
criteria for inclusion. These evaluations test students’ knowledge about and 
attitudes on relationship violence before and after the prevention program, as 
well as personal experience with dating violence (Jones, 1991; Jaffe et al., 1992; 
Krajewski et al., 1996; Lavoie et al., 1995). 

These studies found generally positive changes associated with prevention 
programs. Two found increased levels of knowledge in participants relative to 
no-training controls (Jones, 1991; Krajewski et al., 1996). A third found that all 
students improved their knowledge of and attitudes about dating violence (Lavoie 
et al., 1995). Although Krajewski et al. and Lavoie et al. found more definitive 
attitude effects than Jones, all three studies identified differential effects on boys 
and girls, with girls showing more positive attitudinal and knowledge effects. 

No longitudinal studies exist to document whether these programs, which 
may change knowledge or attitudes about violence between intimates, have any 
long-term impact on domestic violence. As with school-based programs to pre- 
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vent child sexual abuse, future research will need to test the relationship between 
knowledge gain, attitudinal change, and behaviors that can reduce or prevent 
violence. 



ELDER ABUSE INTERVENTIONS 

Elder abuse has recently emerged as an area of interest to researchers and 
service providers. A wide range of preventive approaches is suggested by theory 
and risk factors, including programs that promote good mental health (reducing 
depression), independence, and social contact; buffer stressful life events; and 
resolve conflict without violence. Support groups and training that emphasize 
elder rights and advocacy, outreach efforts to inform minority communities, fi- 
nancial management programs, and instructional sessions in behavior manage- 
ment for caregivers of Alzheimer’s patients have been proposed as ways to re- 
duce the potential for abuse or neglect. Most programs have been conducted on 
a small scale without specification of outcome measures and without the proce- 
dures or resources necessary for good evaluation. 

Interventions in elder abuse mirror the experience with child maltreatment 
and domestic violence. Social service programs designed to prevent maltreat- 
ment of elders include adult protective services agencies, casework and provision 
of concrete and therapeutic services, individualized service programs, training 
for caregivers, advocacy services, family counseling, and out-of-home placement 
services. 

Three interventions are described in the sections that follow: (1) adult pro- 
tective services, (2) training for caregivers, and (3) advocacy services to prevent 
elder abuse. There are few evaluations in this area that meet the committee’s 
criteria for inclusion. Therefore, some of the information presented in the sec- 
tions below is derived from descriptive information of existing programs. The 
sections are keyed to the appendix tables that appear at the end of the chapter. 

4C-1: Adult Protective Services 

All 50 states have some form of adult protective service program to investi- 
gate referrals of cases of abuse or neglect of the elderly, although such programs 
are comparatively recent interventions in some regions (Byers et al., 1993; Quinn, 
1985; Tatara, 1995). If a vulnerable adult appears to lack the capacity to consent 
to service, agencies are frequently empowered to initiate guardianship proceed- 
ings. These agencies are designed to provide short-term, crisis-oriented interven- 
tions, usually lasting no more than 90 days (Fredriksen, 1989). 

In addition to investigation and case management, many state agencies can 
provide concrete services, such as income support or material aid, institutional 
placement, mental health services, in-home health services, supervision, educa- 
tion, transportation, housing, medical services, legal services, in-home assis- 
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tance, socialization, nutrition, respite care, and casework. These services may be 
offered both to the victim and to the abuser if the caseworker feels that such 
support may lessen the risk for future abuse (Quinn et al., 1993; Illinois Depart- 
ment on Aging, 1990). 

Most state protective services agencies have the legal authority to intervene 
in emergency situations to remove the victim or abuser from the home, to institu- 
tionalize the victim, or to appoint a guardian to manage the victim’s affairs. The 
decision to take any of these actions rests on the agency’s determination that the 
victim is mentally or physically incapable of protecting herself without this inter- 
vention. 

There are no evaluations of adult protective services interventions that meet 
the committee’s criteria for inclusion. One less rigorous study found that the 
intervention most likely to result in reduced risk for the victim was the placing of 
a cognitively impaired victim into long-term care (Quinn et al., 1993). Unim- 
paired victims of physical abuse, emotional abuse, or exploitation tend to remain 
in the community and to remain at high risk for future abuse. 

A survey of types of social service interventions available in 335 area agen- 
cies on aging is illustrative (Blakely and Dolon, 1991). Almost half of the sample 
(181 agencies) offered information and referrals on elder abuse, reported cases of 
suspected elder abuse to adult protective services agencies, and worked to in- 
crease public awareness of the problem. A similar number (182 agencies) report 
serving as advocate for victims of elder abuse, and 178 provide educational 
programs to elder clients and to relevant professional groups and lawmakers to 
enhance awareness of the problem. Slightly fewer agencies reported such activi- 
ties as direct services to clients, receiving referrals of elder abuse cases from adult 
protective services, case management services, participation in state or commu- 
nity task forces focused on elder abuse, demonstration projects, and sponsoring 
or conducting research. Agencies reported their most successful activities as 
public education, legal assistance and ombudsman services, respite and other 
caregiver services, and influencing legislation. 



4C-2: Training for Caregivers 

It has been suggested that lack of understanding of the needs and care of the 
elderly by caregivers may contribute to mistreatment (Kinderknecht, 1986). As 
with new parent training offered to families at risk for child abuse and neglect, 
education for caregivers for the elderly can reduce the risk of violence stemming 
from unmet expectations or misunderstanding of physical and behavioral changes 
that may be attributed to meanness or “acting-up” (Kinderknecht, 1986). Like 
new parents, caregivers may require extensive information about hygiene, nutri- 
tion, medication, and routine needs of elderly family members in order to care for 
them properly (Ansello et al., 1986). 
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Table 4C-2 lists the only evaluation in this area that meets the committee’s 
criteria for inclusion. This evaluation of a training program for caregivers of 
elderly family members showed relatively little change over time for any group 
on the participants’ self-esteem or level of anger. Training was associated with a 
slight reduction in the reported costs of providing care at a rate that approached 
statistical significance. Both the control and the delayed training group showed 
increased symptoms of distress over time, and the training group reported a 
definite decrease in symptoms (Scogin et al., 1989). 

4C-3: Advocacy Services to Prevent Elder Abuse 

Advocacy services to identified abused elders include companionship, legal, 
financial, health care advice, and referral to community services. The goal may 
be referrals to available community services, or efforts may be made to elicit joint 
responses from the health, social services, and legal fields. 

Table 4C-3 lists the only evaluation in this area that meets the committee’s 
criteria for inclusion. The Elderly Abuse Support Project of Rhode Island’s 
Department of Elderly Affairs provides assistance, support, and advocacy to 
elderly victims of abuse in the utilization of the criminal justice system. Trained 
volunteers spent an average of two hours a week with the victims, providing 
information and encouragement in pressing charges, obtaining restraining orders, 
providing transportation and/or accompaniment to police stations or to the court, 
and assisting with completion of reports and forms (Filinson, 1993). Several 
major limitations in the study prevent a conclusive statement about the interven- 
tion, including the small sample size, a possible mismatch between the control 
and treatment groups (particularly with reference to substance abuse by the per- 
petrators), and systematic bias in the completion of the forms. The results did 
suggest that the volunteer program, in comparison with the conventional system, 
could lead to more ambitious goal-setting, greater achievement of goals, and 
more extensive monitoring of cases. However, with regard to facilitating utiliza- 
tion of the criminal justice system, the primary goal of the project, there was no 
difference between the intervention or control cases. 

Victim Services, Inc., in cooperation with the New York City Police Depart- 
ment, is currently conducting an evaluation of a joint community policing and 
social service response to elder abuse. In the evaluation, completed in September 
1997, 400 complainants who reported elder abuse incidents in public housing to 
the New York City Police Department were randomly assigned to one of four 
treatment conditions (Davis and Taylor, 1995): home visits from a joint police 
and social service team after the complaint; a letter sent to complainants describ- 
ing elder abuse services available in the community; a public education campaign 
targeting specific public housing units; and a no-treatment control condition. 
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CONCLUSIONS 

The most extensive area of study in evaluations of social service interven- 
tions for family violence is the field of child maltreatment research. A knowl- 
edge base has developed that focuses primarily on parenting practices and family 
support services, school-based sexual abuse prevention programs, intensive fam- 
ily preservation interventions, and individualized service programs for children 
in the child welfare system. In contrast, widely used social services such as child 
protective services, kinship care, and other out-of-home placement services pro- 
vided through the child welfare system have not been the focus of evaluation 
studies that could provide significant insights into the benefits or harms associ- 
ated with these interventions. 

Areas that have received extensive study focus on program-specific out- 
comes, such as reports of child maltreatment or out-of-home placement rates. In 
general, important outcomes in other domains, such as those related to child 
health and development and level of family functioning, are unexamined, al- 
though they are increasingly the focus of studies of interventions related to 
parenting practices and family support. The research base in this area, which has 
had the longest period of development in the area of family violence, has not yet 
achieved consensus on the key measures of child or family well-being or parenting 
practices that would allow separate studies to compare their results over time. 

The research reviewed in this chapter suggests the following: 

• Social service interventions designed to improve parenting practices and 
provide family support have not yet demonstrated that they have the capacity to 
reduce or prevent abusive or neglectful behaviors significantly over time for the 
majority of families who have been reported for child maltreatment. 

• The intensity of the parenting, mental health, and social support services 
required may be greater than initially estimated in order to address the fundamen- 
tal sources of instability, conflict, stress, and violence that occur repeatedly over 
time in the family environment, especially in disadvantaged communities. Fo- 
cusing as they do on single incidents and short periods of support, the interven- 
tions in this area may be inadequate to deal with problems that are pervasive, 
multiple, and chronic. 

• Although a parent’s use of social networks to support family functioning 
can be influenced through interventions, there is not enough evidence to indicate 
whether changes in social networks can create changes in parenting practices that 
endure over time and result in reduced child maltreatment rates. The evidence, 
although intriguing, does not yet provide clear indications as to which types of 
families are most likely to benefit from parental education and family support 
services as opposed to mental health services designed to address depression, 
lack of empathy, and impulsive behavior in both parents and children. 

8 Evaluations of child sexual abuse prevention interventions show some 
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evidence that school-based programs can provide positive changes in knowledge 
and attitudes related to prevention behavior. However, the size and duration of 
this effect for children at different developmental stages remain generally un- 
known, and there is no evidence tracing these outcomes either to reductions in 
sexual abuse involving family members or to mitigated effects of such abuse. 

• Intensive family preservation services for families that have experienced 
child maltreatment may delay child placement for many families in the short 
term, but there is little evidence to date that the services resolve the underlying 
family dysfunction that precipitated the crisis or improve the child’s well-being 
or the family’s functioning. Although it is possible that intensive family preser- 
vation services may provide better child and family outcomes for some children 
and families than foster care, these effects have not been tested in the evaluation 
literature. Service providers do not have an effective screening method to deter- 
mine which children or families who have been reported for maltreatment would 
benefit from intensive services designed to prevent child placement. 

• Longitudinal studies suggest that many children who reside in foster care 
fare neither better nor worse than those who remain in homes in which maltreat- 
ment has occurred. However, the changing character of children in foster care 
over the last decade, with the trend toward increased placement of children under 
age 5, requires new studies to examine whether the age, length, or stability of 
placement is correlated with beneficial or adverse outcomes, especially when 
children in placement are compared with young children who have been mal- 
treated but remain with their families. 

• Child maltreatment prevention programs focused on improvements in 
parenting practices, family support resource centers, and informal social support 
systems show promise of influencing cognitive and problem-solving skills and 
child discipline behavior. However, it is not certain if such gains can be estab- 
lished for families who experience multiple sources of stress (such as domestic 
violence, substance abuse, unemployment, and violent neighborhoods) or whether 
such gains can be sustained over time once the intervention has ended. The 
emerging research base suggests that interventions designed to strengthen 
parenting practices and family functioning require serious attention to the crises 
and unpredictable nature of problems that occur in the homes of families in 
disadvantaged neighborhoods to counteract pressures that encourage the use of 
violence in resolving family disputes and parent-child relationships. 

In the area of domestic violence, evaluation studies have focused on the role 
of shelters and advocacy services for battered women, and domestic violence 
prevention programs. Little is known about the role of informal or formal sup- 
port services for victims of domestic violence who choose not to rely on shelters, 
crisis intervention programs, or advocacy services in seeking to reduce or prevent 
the use of violence in their intimate relationships. The only study of battered 
women’s shelters that met the committee’s criteria for inclusion indicates that 
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shelters can have an immediate effect on limiting incidents of violence — prob- 
ably a result of reducing exposure and access between the victim and batterer. 
Longer-term outcomes pertaining to violence, relationship issues, and indepen- 
dent living await documentation. The research base is not yet strong enough to 
indicate whether other types of support programs, including transitional housing, 
peer group support, and advocacy services are effective in improving the health, 
safety, and well-being of the clients who use them. 

For elder abuse, there is no research base to inform decisions about how best 
to address social service interventions. The two studies of elder abuse interven- 
tions reviewed by the committee, focused on training for caregivers and on advo- 
cacy services to prevent elder abuse, suggest that caregiver training had mixed 
results and that advocacy services did not succeed in facilitating utilization of the 
criminal justice system. 

Despite the proliferation of services available, evaluations of social service 
interventions have lacked the rigor and specificity needed to identify which ser- 
vices, or combinations of services, are most effective with which types of victims 
and offenders. Resources that can contribute to the future development of rigor- 
ous service evaluations include 

• improved characterization of the services provided in an intervention, 
including description of the intensity, frequency, length, and scope of the pro- 
gram as well as the training of service personnel; 

• the development of consensus about the relevant outcomes and the use of 
consistent measures of client, family, and community characteristics that can 
facilitate comparative analyses across studies; 

• the identification of subgroups that may benefit from, or be resistant to, 
certain types of interventions and the identification of cohorts within study 
samples; 

• the inclusion of comparison groups in evaluation studies that can indicate 
when support programs can make a difference in child, adult, or family outcomes 
among groups that experience common, different, and multiple stressors in their 
social environments; and 

0 the clarification of the theoretical frameworks that guide service interven- 
tions. 
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TABLE 4A-1 Quasi-Experimental Evaluations of Parenting Practices and 
Family Support Services 



Intervention 


Citation 


Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 


Child Parent Enrichment Project (CPEP), 
Contra Costa, California. Clients received 
pre- and postpartum services from 
parenting consultants for 2 hours per 
week for 6 months. 


Barth et al., 1988 


N(X) = 24/10 
N(O) = 26/7 

Randomly assigned 
comparison group 
received standard 
community services 

6 months 


Two and 5-year follow-up evaluations of 
CPEP, Contra Costa, California. 


Barth, 1991 


N(X) = 97 
N(O) = 94 

6 month and 2- and 
5-year follow-up 


Parent training (PT), multisystemic 
therapy (MT) provided to 43 families, in 
which one parent had been investigated 
for child abuse or neglect but not child 
sexual abuse. Therapy sessions lasted 
1.5 hours per week for 8 weeks. 


Brunk et al., 1 987 


N(PT) = 22/17 
N(MT) = 21/16 

8 weeks 


Positive Parenting, a weekly group 


Burch and Mohr, 


N(X) = 45/21 


educational developmental treatment 
program for abusing parents. 


1980 


N(O) = 41/10 
4 months 



Instruction in a combination of stress 
management or cognitive restructuring 
skills and child management instruction 
focused on the acquisition of cognitive 
and behavioral skills. Offered by the 
Panel for Family Living in Tacoma, 
Washington. 



Egan, 1983 N(stress 

management) =11; 
N(child 

management) =11; 
N(combination) = 9 
N(O) = 10 



6 weeks 
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Data Collection 


Results 


Child Abuse Potential Inventory, Depression 
Scale, State-Trait Anxiety Inventory, Pearlin 
Mastery Scale, Social Support Scale, use of 
prenatal care, birth outcome, infant 
temperament 


CPEP participants showed advantages in 
prenatal care, birth outcomes, better reports 
of child temperament, and better indicators 
of child welfare. CPEP mothers tended 
to report better well-being. No significant 
differences demonstrated in levels of 
support. Reports of child abuse were similar 
for both groups. 


Same as above 


No advantages for self-report measures 
measured at 1-year posttest. Reports of 
child abuse similar for both groups. 
Some indication of greater success with 
families with less severe problems. 


Symptom-90 Checklist, Child Behavior 
Checklist, Family Environment Scales, 
Family Inventory of Life Events and 
Changes, treatment outcome questionnaire 
developed for the project, parent-child 
interaction system rated by evaluator 


Parent training was more effective than 
multisystemic therapy at reducing identified 
social problems. Families who received 
either treatment showed decreased parental 
psychiatric symptomology, reduced overall 
stress, and a reduction in severity of 
identified problems. 


Written test based on the program 


Abusing parents who became part of an 
educational developmental treatment 
program showed significant and positive 
changes in potential stress factors, 
isolation factors, knowledge of child 
development, attitudes, and values 
compared with the control group. 


State-Trait Anxiety Inventory, Recent Events 
Survey, Family Environment Scale, role play 
interview, parent-child observation 


Improvements in positive affect between 
parent and child were noted for stress 
management parents. Stress management 
parents also reported less negative affect 
associated with negative life events. Parents 
who received the child management 
component were more likely to talk to 
their child during a role-playing disciplinary 
situation, were less likely to verbally attack 
their child, and were more likely to 
reinforce their child’s good behavior. 
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TABLE 4A-1 ( Continued ) 



Intervention 


Citation 


Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 


The Social Network Intervention Project 
(SNIP) was designed to provide support 
network intervention services to neglectful 
families, including personal networking, 
mutual aid. 


Gaudin et al., 1991 


N(X) = 28/34 
N(O) = 21/17 

Comparison group 
received traditional 
agency services 






2-23 months, 
median 10 


Supportive home helpers, spending an 
average of 17.5 hours per month with each 
client in person (12.3 hours) or on the 
phone for families with high-risk or 
abusing mothers. 


Hornick and Clarke, 
1986 


N = 55 

A matched 
comparison group 
received routine 
services 






12 months 


Project 12-Ways, a multiple setting 
behavioral management program including 
parent-child interaction training, health 
maintenance and nutrition assistance, home 
safety training, counseling, job finding 
counseling, and referral for treatment of 
substance abuse. 


Lutzker et al., 1984 


N(X) = 5 1 
N(O) = 46 

1 year 


Perinatal Positive Parenting provided 
parent training and information on child 
care and development, community support 
groups for new parents, home visits by 
trained volunteers, and a “warm line” to 
call for support and information in Royal 
Oak, Michigan for first-time mothers. 


National Center on 
Child Abuse and 
Neglect, 1983a 


139 treatment 
mothers and 27 
control mothers 
completed the BNPI; 
97 treatment and 
58 control mothers 
completed the A/API 


Pride in Parenthood, a program for first-time 
parents including biweekly support group 
meetings for young parents in urban 
Norfolk, Virginia. 


National Center on 
Child Abuse and 
Neglect, 1983b 


N(X) = 27/15 
N(O) = 26/15 

2 years 
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Data Collection 



Results 



Childhood Level of Living Scale, Child 
Neglect Severity Scale, Indicators of 
Caretaking Environment Scale, Social 
Network Assessment Guide, Adult 
Adolescent Parenting Inventory 



Cattell’s 16 Personality Factor Test, 
Coopersmith’s Self-Opinion Form, 
Nurturance and Parent Observation Scales, 
Parent Attitude/Belief Scales, Parent 
Behavior Rating Scales, Client Satisfaction 
Questionnaire 



Reports of child abuse and neglect 



Bavolek Adult/Adolescent Parenting 
Inventory (A/API), Broussard Neonatal 
Perception Inventory (BNPI) 



BNPI, A/API 



SNIP families reported improvement on all 
measures compared with the control 
families. Reincidence of one type of 
maltreatment occurred during the period of 
the intervention for 27 (79.4%) of SNIP 
families and two types of maltreatment for 
the other 7 (20.6%) SNIP families. This 
compares unfavorably with the untreated 
families. 

Results showed a trend toward improvement 
on outcomes measures for both treatment 
groups. The group receiving lay therapy 
improved only slightly more than the group 
receiving standard treatment; however, there 
was significantly less attrition in the lay 
therapy group. Lay therapy involved more 
direct client contact than standard treatment 
and was significantly more costly. 

The 1-year follow-up on recidivism showed 
a 21% rate of child abuse and neglect for the 
treatment group and a 3 1 % rate for the 
comparison group. 



No significant differences between treatment 
and control groups on the BNPI and A/API. 



Treatment parents improved their scores on 
outcome measures from pre- to posttest, 
control families did not. 
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TABLE 4A-1 ( Continued ) 



Intervention 



Citation 



Social learning theory counseling, child Reid et al., 1981 

management training offered to parents of 
distressed families by the Oregon 
Social Learning Center. 



Comparison of two programs for single Resnick, 1985 

mothers living on government assistance in 
Ontario, Canada. Both programs offered 
14 weeks of weekly, 2.5 hours of service. 

Opportunity for Advancement (OFA) is an 
esteem-building and socially supportive group 
treatment. New Directions for Mothers 
(NDM) provides life skills training and 
parenting skills training. 

Twelve 1-hour weekly sessions on stress Schinke et al., 1986 
reduction/management offered to 70 
adolescent mothers in a public school 
continuation program. 



Project 12-Ways, a multiple setting Wesch and Lutzker, 

behavioral management program including 1991 

parent-child interaction training, health 

maintenance and nutrition assistance, 

counseling for home safety training, job 

finding, and referral for treatment of 

substance abuse. 



Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 

N(X) = 27 distressed/ 
abusive families 

N(O) = 27 

nondistressed families 
4 weeks 

12-month follow-up 

N(OFA) = 18/10 
N(NDM) =18/10 
N(O) =18/13 

14 weeks 



N(X) = 33 
N(O) = 37 

12 weeks 

3-month follow-up 



N = 232 

A subset of study 
participants received 
only routine agency 
services 
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Data Collection 



Results 



In-home observations of family interaction 



Parental Attitudes Research Instrument, The 
Way I See It, social network analysis, 
videotaped observations of parent-child 
interaction, report of utilization of treatment 
facilities, CES Depression Scale, Child 
Behavior Checklist 



Rosenberg Self-Esteem Scale, Beck 
Depression Inventory, Generating Options 
Test, Self-Reinforcement Attitudes 
Questionnaire, Social Support Inventory, 
Personal Support Scale, Parenting Sense of 
Competence Scale, Good Care Scale, Pearlin 
Mastery Scale, behavioral role play 

Subsequent child abuse and neglect charges, 
rate and severity of recidivism, out-of-home 
placement 



Treatment data suggest that intensive 
training in parenting skills can be highly 
effective in reducing the level of parent- 
child conflict in abusive homes. 



No evidence for a connection between short- 
term competency enhancement and long- 
term prevention of disorder. 



Study findings noted posttest and 3-month 
follow-up improvements among preventive 
intervention subjects relative to test-only 
control subjects on measures of personal 
and social support, cognitive problem 
solving, self-reinforcement, parenting 
competence and care, and interpersonal 
performance. 

Both treatment and standard service groups 
experienced decreases in child abuse and 
neglect. 
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TABLE 4A-1 ( Continued ) 



Initial/Final 
Sample Size 

Duration of 
Intervention 



Intervention Citation Follow-up 



Cognitive restructuring intervention to 


Whiteman et al., 1987 N(cognitive 


change the perceptions, expectations, and 
appraisals of the parent regarding the child 


restructuring) = 8 


as well as the stresses encountered by the 
parent; relaxation procedures to alleviate 


N(relaxation) = 12 


stress and anger; problem-solving skills 


N(problem 


to reduce hostile response of parents; a 


solving) = 1 1 


“package” of interventions that includes 
the first three modalities. 


N(package) = 1 1 




N(O) = 13 




6 sessions 



SOURCE: Committee on the Assessment of Family Violence Interventions, National 
Research Council and Institute of Medicine, 1998. 
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Data Collection 



Results 



Affection Scale, Discipline Scale, Results indicated a reduction in anger 

Empathy Scale measures among subjects exposed to the 

experimental interventions. The composite 
treatment resulted in the strongest degree of 
anger alleviation. 
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TABLE 4A-2 Quasi-Experimental Evaluations of School-Based Sexual 
Abuse Prevention 



Initial/Final 
Sample Size 

Duration of 
Intervention 

Intervention Citation Follow-up 

Sexual abuse prevention training offered to Conte et al., 1985 N = 50/40 

children aged 4-5 and 6-10 at a day care 

center in a suburb of Chicago, covering 3 hours 

good and bad touching and reinforcing 
assertive behavior. 



Sexual abuse training program offered to 
1st and 2nd grade children in a Denver, 
Colorado, elementary school. 



Good Touch, Bad Touch, a sexual 
assault prevention curriculum offered to 
kindergarten children from four schools 
in rural Georgia. 



Feeling Yes, Feeling No, a sexual 
abuse prevention curriculum offered to 
students in 21 elementary schools in a 
southeastern suburb. Comparison of teacher 
and child training, child-only training, and 
teacher-only training. 



Fryer et al., 1987 N(X) = 24/23 

N(O) = 24/21 

20 minutes per day 
for 8 days 

Harvey et al., 1988 N = 90/71 

A subset of study 
participants were 
part of a no-training 
control group. 

3.5-hour sessions 
for 3 days 

7-week follow-up 

Hazzard et al., 1991 N(teacher and child 

training) = 6 
classrooms; 

N(child training) = 

13 classrooms; 
N(teacher training) = 
13 classrooms; 

N(O) = 8 classrooms 

N = 399 students 

3 sessions 



6-week and 1-year 
follow-up 
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Data Collection 


Results 


Interview to test knowledge of sex abuse 


Children in the prevention training group 
significantly increased their knowledge of 
prevention concepts whereas children in the 
control group did not. Older children 
learned more than younger children. Both 
younger and older children had greater 
difficulty learning prevention concepts of an 
abstract nature than concepts of a specific 
nature. 


Simulation of abduction scenario to test 
children’s reaction 


The effectiveness of a primary prevention 
program based on age-appropriate, 
experiential, and interactive instruction was 
empirically documented. 


Test focused on differentiation between 
good and sexually abusive touches in 
pictures and vignette 


Relative to the control group, at both 3-week 
posttest and 7-week follow-up, children 
participating in the prevention program 
demonstrated more knowledge about 
preventing abuse and performed better on 
simulated scenes involving sexual abuse. 

The results indicated that children as young 
as kindergarten age can be taught skills to 
prevent sexual abuse. 


State-Trait Anxiety Inventory for Children, 
video taped vignette test, parent questionnaire. 
What I Know About Touching Questionnaire 


Treatment children exhibited significantly 
greater knowledge and better ability to 
discriminate safe from unsafe situations on 
the video measure than control children at 
posttesting. These gains were maintained at 
the 6-week follow-up. Children’s knowledge 
gains and prevention skills on the video 
measure were maintained at the 1-year 
follow-up. A 1 -session “booster shot” 
program further enhanced children’s safety 
discrimination skills on the video measure. 
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TABLE 4A-2 ( Continued ) 



Initial/Final 
Sample Size 

Duration of 
Intervention 

Intervention Citation Follow-up 



Teacher training workshop on child Kleemeier et al., N(X) = 26 

sexual abuse. 1988 N(O) = 19 

6 hours 

6- week follow-up 



Red Flag, Green Flag, a sexual abuse Kolko et al., 1989 

prevention curriculum for 3rd grade students 

that offers teachers, children, and parents 

personal safety lessons and personal safety 

strategies in Washington County, 

Pennsylvania. 



Training workshop for elementary school McGrath et al., 

teachers on preventing child sexual abuse 1987 

in Ottawa, Canada. 



N(X) = 296/191 
N(O) =41/30 

2 sessions over 
2 weeks 

2-week and 6-month 
follow-up 

N(X) = 38 
N(O) = 95 

2 days 



Red Flag, Green Flag, a sexual abuse 
prevention program. Study compared the 
results of the program taught to children 
at home by parents who received instruction 
with a control no-instruction parent group 
in a midwestern metropolitan area. 



2-month follow-up 

Miltenberger and N(X) = 24 

Thiesse-Duffy, 1988 

35 minutes 
2-month follow-up 
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Data Collection 


Results 


Teacher Knowledge Scale, Teacher Opinion 
Scale, Teacher Vignettes Measure, Teacher 
Prevention Behavior Measure, teacher rates 
of reporting sexual abuse of their students 


Relative to controls, trained teachers 
demonstrated significant increases from pre- 
to posttesting in knowledge about child 
sexual abuse and pro-prevention opinions. 

On a post-test-only vignettes measure, 
trained teachers were better able than control 
teachers to identify indicators of abuse and 
suggest appropriate interventions. Over a 
6-week follow-up period, trained teachers 
read more about child abuse than control 
teachers but did not differ on other 
behavioral dimensions such as reporting 
suspected abuse cases. 


Child self-report, parent self-report, teacher 
self-report 


Results indicated greater gains in general 
knowledge and prevention skills at 
posttraining and 6- month follow-up for 
trained compared with control children. 
Some improvements were made by trained 
teachers and parents of trained children. 


Written instruments based on teacher’s 
knowledge of child abuse 


The workshop had a strong effect on the 
teachers’ knowledge about child abuse, 
school practices, and the existence of policy. 



Discrimination between good and bad 


Results of this study demonstrated that the 


touches in pictures and vignettes 


program, when used by parents to teach 
children aged 4-7, did not produce changes 
in personal safety knowledge or skills. A 
behavioral skills training program did 
produce the desired acquisition of 
knowledge and skills. Maintenance of the 
gains was seen only in the group aged 6-7 
at the 2-month follow-up. 
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TABLE 4A-2 ( Continued ) 



Intervention 



Citation 



WHO preschool program to teach children Peraino, 1990 
to recognize potentially victimizing situations. 

Includes a program for children and training 
for teachers. 



Extra training for teachers before using a Randolph and Gold, 
child abuse awareness curriculum with 1994 

their classes. 



“Touch,” a film designed to teach children Saslawsky and 
self-protection skills, followed by a class Wurtele, 1986 
discussion with children from kindergarten, 

1st, 5th, and 6th grades. 



Two 5-minute skits written and rehearsed by Wolfe et al., 1986 
medical students about child sexual abuse 
prevention offered to children in grades 
4 and 5 in three public schools in a 
southeastern city. 



Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 

N(X) = 23/10 
N(O) = 23/9 

3 weekly 15-minute 
sessions 

1-hour training 
for teachers 

6.5-week follow-up 

N(X) = 21 
N(O) = 21 

3 2-hour sessions 

3-month follow-up 

N(X) = 33 
N(O) = 34 

50 minutes 

3-month follow-up 



N(X) = 145 
N(O) = 145 

5 minutes plus 
discussion 
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Data Collection 


Results 


Interview questionnaire with puppet scenarios 


Results showed that preschoolers who 
received the program scored significantly 
higher at posttest than did the control group. 
Follow-up testing demonstrated retention 
of learned concepts. 



Teacher Knowledge Scale, Teacher Opinion 
Scale, Teacher Vignette Measure, Teacher 
Behavior Prevention Measure 


A 3-month follow-up survey indicated that 
trained teachers were more likely to have 
engaged in certain behaviors related to the 
training (e.g., talking with children and 
reporting suspected cases of abuse). 


Paper and pencil questionnaire, 
child interviews 


Children who viewed the film had 
significantly greater knowledge about sexual 
abuse and enhanced personal safety skills 
compared with controls; older children 
achieved higher scores on both assessments 
compared with younger children. These 
gains were maintained at the 3-month 
follow-up assessment. 


Evaluation questionnaire 


Relative to controls, children who received 
the program showed an overall increase in 
knowledge of correct actions to take in the 
event of potential or actual abuse. 
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TABLE 4A-2 ( Continued ) 



Intervention 


Citation 


Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 


“Touch,” a film designed to teach children 


Wurtele et al., 1986 


N(“Touch”) = 19/17 


self-protection skills, followed by a class 




N(BST) = 15/14 


discussion; a behavioral skills training 




N(combination) = 


program (BST) to teach safety skills, and 
a third treatment that combined the first 




19/18 


two provided to children in elementary 
grades attending a public school in a 




50 minutes 


small rural town in eastern Washington. 




3-month follow-up 



Token Time, a personal safety curriculum Wurtele et al., 1991 N = 52 
for preschoolers taught by parents to their 

children in a YMCA preschool in a A subset of subjects 

Colorado community. was randomly 

assigned to a delayed- 
training control group. 

1 hour, 48 minutes 



SOURCE: Committee on the Assessment of Family Violence Interventions, National 
Research Council and Institute of Medicine, 1998. 
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Data Collection 


Results 



Personal safety questionnaire, “What If’ In comparison with the control presentation, 

situations test the BST program, alone or in combination 

with the film, was more effective than the 
film alone in enhancing knowledge about 
sexual abuse. Posttreatment group 
comparisons suggested the superiority of the 
BST program for enhancing personal safety 
skills. Older children performed 
significantly better than did younger 
children. The knowledge and skill gains 
made directly after treatment were 
maintained for the 3 months between 
posttest and follow-up assessments. 



“What If’ situations test, personal safety The results suggest that parents can teach 

questionnaire, parent perception questionnaire their preschoolers personal safety skills, and 

that the program can be implemented in the 
home. 
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TABLE 4A-4 Quasi-Experimental Evaluations of Intensive Family Preservation 
Services 



Intervention 


Citation 


Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 


Four weeks in-home service, two families 


Au Claire and 


N(X) = 55/22 


per caseworker, intensive caseworker 
involvement, structural family therapy 


Schwartz, 1986 


N(O) = 58 


approach focus on alternatives to 


Schwartz et al., 


4 weeks 


out-of-home placement. Families served 


1991 




for an average of 5 weeks with 14 hours 




12- to 16-month 


of face-to-face contact offered to families 
with adolescents aged 12-17 approved for 
placement by Hennepin County, Minnesota, 
child protective services managers. 




follow-up 


Families First, a family systems therapy 


Barton, 1994 


N(X) = 75 


provided for 4-6 weeks with therapists on 
call 24 hours per day. Therapists provided 




N(O) = 75 


advocacy and support in meeting basic 




Comparison group 


needs and coordinating other services, and 




received traditional 


they provided parenting skills, mood 
management, communication skills training, 




county services. 


and individual and family counseling to 
families of children in three California 




4-6 weeks 


counties referred to child protective services 
for abuse or neglect. 




1-year follow-up 


Families First Program provided 4-6 weeks 


Bergquist et al., 1993 


N(X) = 225 


of intensive services such as parenting skills 
training, financial management, 




N(O) = 225 


transportation, and job skills training to 
families with children at risk of imminent 




4-6 weeks 


placement in Michigan. 




1-year follow-up 


Home-based family services intervention 


Dennis-Small and 


N(X) = 87 


provided by the DePelchin Children’s 
Center, designed to solve family problems 


Washburn, 1986 


N(O) = 85 


and reduce recurrence of abuse and neglect, 




Treatment group 


offered to families with a child at risk for 




received services from 


removal but not in immediate danger. 




the state DHS or a 


Intervention compared with a group of 




private contracted 


families receiving standard community 




agency. Control group 


services from the Texas Department of 




received standard 


Human Services (DHS). 




protective services. 
3-14 months 
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Data Collection 


Results 


Out-of-home placement history, 
postservice placement tracking, client 
treatment record, social worker perceptions 


An overall comparison of placement 
episodes for home-based service and 
comparison group clients showed no 
differences in the number of placement 
episodes (of any length of stay). However, 
the two groups differed significantly on all 
other placement activity measures. Home- 
based service clients spent 1,500 fewer days 
in placement and had shorter average lengths 
of stay than did comparison group clients. 


Family Adaptability and Cohesion Scales 
(FACES II), Family Inventory of Life 
Events and Changes (FILE), cost of 
services, rate of out-of-home placement 


Both experimental and comparison groups 
showed reduction in stress over time. The 
experimental group showed greater 
improvement in communication skills than 
the comparison group. Costs of in-home 
therapy were significantly lower than the 
costs of out-of-home foster care. 



Placement rates in foster care 


When compared with similar families who 
did not receive services, children were 
consistently placed out-of-home at a much 
lower rate at 3-, 6-, and 12-months 
postintervention. 


Frequency of removals, rate of recidivism, 
costs of services to families 


Children were removed from their homes in 
6 (14.6%) of the 41 families served by the 
intensive intervention and in 9 (9.6%) of the 
46 families served by the DePelchin 
Children’s Center. Twenty-one (24.7%) 
children receiving standard services were 
removed from the home. Standard services 
were less expensive than the two 
experimental interventions. 
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TABLE 4A-4 ( Continued ) 



Intervention 



Citation 



Homebuilders programs offered to families Feldman, 1991 
referred to Family Preservation Service 
(FPS) in five New Jersey counties. 



Counseling, homemakers’ services, day care, Halper and Jones, 1981 
medical, legal, and other family support 
services provided to families with children 
at risk of placement. 



Homebuilders program, providing 36 hours Pecora et al., 1992 

of in-person and telephone contact in 4-8 

weeks for families in Utah and Washington 

with one or more child at risk of imminent 

placement. 



Families First Program, providing short-term Schuerman et al., 
in-home services to families referred for 1994 

child abuse or neglect. Services include 
both therapeutic and concrete services. 




Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 

N(X) = 117 
N(O) = 97 

Comparison group 
received traditional 
services 

4-6 weeks 

1- year follow-up 

N(X) = 60 
N(O) = 60 

2- 25 months 

1-2 year follow-up 

Comparison group 
received one-third 
in-person services as 
treatment group 

N(X) = 581 
N(O) = 26 

4-8 weeks, 36 hours 

1-year follow-up 

N(X) = 995 
N(O) = 569 

Comparison group 
received routine 
community services. 



Varied for all clients 
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Data Collection 


Results 


Family Environment Scale, Life Event Scale, 
Interpersonal Support Evaluation List, 

Goal Attainment Scaling, Child Well-Being 
Scales, Parent Outcome Interview, Work 
Environment Scale, placement data, 
measures of agency effort 


By the end of the 1-year follow-up, 42.7% 
(50) of the 177 FPS families had at least 
one of their children who was a target of the 
FPS intervention enter placement. In the 
control group, 56.7% (55) of the 97 families 
receiving traditional services had a child 
enter placement. There was no statistically 
significant difference between the groups in 
the number of placements experienced or 
cumulative time in placement. 


Placement rates, reports of abuse and 
neglect, interviews with 27 subjects, 
Polansky’s Childhood Level of Living Scale 


Nine of the experimental families (15%) 
were reported to the Central Registry for 
abuse or neglect after they were referred to 
the project. Eight control families (15%) 
were reported. 



Placement rates, Child Welfare League of 
America Family Risk Scales, FACES II 


The treatment success rates of the 
Homebuilders program matched or exceeded 
those of other Intensive Family Preservation 
Services or family-centered programs using 
comparable intake criteria. Twelve-month 
follow-up data indicate treatment success 
rates decline over time. 


Achievement rating by case workers, 
placement rates, subsequent reports of 
maltreatment, family and child functioning 


Results offer little evidence that Family First 
resulted in lower placement rates. 
Experimental group experienced placement 
of children at a rate slightly higher than the 
control families. Results also find no 
evidence that Family First decreased risk of 
subsequent harm to children or improved 
case-closing rates when compared with 
standard services. 
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TABLE 4A-4 ( Continued ) 



Intervention 



Citation 



Social learning program including training in Szykula and 
parenting skills, parent sensitization to child Fleischman, 1985 
needs, and coping skills training offered to 
client families of the Cascade County, 

Oregon, Social Services Child Protective 
Service Unit. Included families with 
children aged 3-12 who were considered at 
risk for placement because of abuse. 

In-home family-based services provided for Walton et al., 1993 

at least 90 days, with three visits per week 

per family by caseworker, oriented toward 

the provision of concrete services and 

focused on skills training. 



Intensive family support services over a Walton, 1994 

30-day period provided to families referred 
to child protective services in Lucas County, 

Ohio, judged to be at least a moderate 
risk for placement. 




-1 

.1 



Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 

N(X) = 24 
N(O) = 24 

Not discussed 



N(X) = 57 
N(O) = 53 

Comparison group 
received routine 
reunification services. 

90 days 

1-year follow-up 

N(X) = 74/69 
N(O) = 74/65 

30 days 

6-month follow-up 
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Data Collection 



Results 



Rate of out-of-home placement 



Total number of days the child spent in the 
home during the treatment and follow-up 
periods. 



Six-month follow-up survey developed for 
project, interview with participants, Index of 
Parental Attitudes, Children’s Restrictiveness 
of Living Environments Instrument, review 
of case histories, Caseworker Survey, Daily 
Service Activity Record 



The results indicate that this intervention 
reduced out-of-home placements for 
approximately 50% of typical child 
protective services caseloads. 



After a 90-day service period, 93% of 57 
families assigned to receive intensive 
intervention were reunited, compared with 
28% of the 53 control families. Impacts 
endured for upward of 12 months following 
the cessation of direct intervention services. 



When compared 6 months after case 
determination, families in the experimental 
group had fewer cases opened. The cases 
that were opened more often opened to the 
child’s own home and were opened for 
shorter periods of time. Caregivers from the 
experimental group seemed more likely to 
use the array of services available, viewed 
the agency as more responsive and 
supportive, appeared more willing to express 
their needs, and utilized services more often 
than comparison families. 
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TABLE 4A-4 (Continued) 



Intervention 


Citation 


Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 


Families First Program in Davis, California, 


Wood et al., 1988 


N(X) = 26 families/ 


provided home-based, intensive services to 




34 children 


families in which at least one abused or 




N(O) = 24 families/ 


neglected child was at risk for placement. 




32 children 

Comparison group 
received routine 
community services 

4-6 weeks 

1-year follow-up 


Homebuilders model family therapy. 


Yuan et al., 1990 


N(X) = 143 


life skills training, concrete services. 




N(O) = 150 

Service for varying 
periods 






6-month follow up 



SOURCE. Committee on the Assessment of Family Violence Interventions, National Research 
Council and Institute of Medicine, 1998. 
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Data Collection 



Results 



Cost of placements, rate of placement. One-year follow-up data indicate in-home 

family functioning as measured by FACES II treatment was successful at reducing out-of- 
home placement and lowering placement 
costs compared with comparison group. 



Placement costs, family functioning. No significant differences in placement rates 

service use between the project group and the 

comparison group. 75% of the project 
families and 82% of their children were not 
placed; 80% of the comparison group and 
83% of their children were not placed. 
Approximately 23% of the families in each 
group had an investigation of abuse/neglect 
subsequent to their referral to the study. 
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TABLE 4A-5 Quasi-Experimental Evaluations of Child Placement Services 



Intervention 


Citation 


Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 


Enhanced stipends, training, and support 
provided to foster parents of 72 children in 
three Oregon counties. 


Chamberlain et al., 
1992 


N(enhanced support, 
stipend, and training 
[ES&T]) = 3 1 
N(enhanced stipend 
[IPO])= 14 
N(O) = 27 


Residential treatment for abused and 
high-risk infants. 


Elmer, 1986 


N(X) = 31 
N(high-risk 
comparison group) = 
31 

N(O) = 31 






3-month follow-up at 
5-month posttreatment 


Foster care. 


Runyan and Gould, 
1985 


N(X) = 114 
N(O) = 106 






Comparison group of 
victims of child 
maltreatment who 
were left in the 
family home 


Foster care of children in San Mateo, 
California, removed from home because of 
abuse and or neglect. 


Wald et al., 1988 


N(X) = 76 
N(O) = 76 



SOURCE: Committee on the Assessment of Family Violence Interventions, National Research 
Council and Institute of Medicine, 1998. 
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Data Collection 



Results 



Parent daily report, dropout/retention rates 
of foster parents, staff impressions measure 
of foster parents’ skills and discipline 



Bayley Scales Infant Development, Barnard 
Feeding and Teaching Scales, anthropometric 
development measures, reunification with 
families 



Rate of subsequent juvenile delinquency 



Pre- and postintervention physical exams of 
children; interviews with caretakers, children, 
social workers; Wechsler Primary Scale of 
Intelligence; Wechsler Intelligence Scale for 
Children; school records of academic 
performance; teacher ratings of children; 
Child Behavioral Scale developed for project; 
Social Competence Instrument developed for 
project; reports of abuse and neglect; foster 
placement rates 



During the 2-year project, 12 of the 72 
participating families (16.6%) (9.6% of 
ES&T group, 14.3% of the IPO group) 
discontinued providing foster care compared 
with the state average dropout rate of 40%. 
Parents in ES&T group reported 
significantly fewer problem behaviors in 
their foster children over time. 

At Time Two (end of Center residence), 
experimental children had gained more 
height for age, scored lower on the 
psychomotor scale, and stayed relatively 
equal to the comparison children on the 
motor scale. By Time Three, physical 
measurements were the same for the groups, 
the experimental group maintained its 
standing with the Bayley scales, scored 
lower on the interactions scale, but 
surpassed the comparison children. 

Foster children committed 0.050 crimes per 
person per year after age 1 1 years, cohort 
comparison children committed 0.059. Foster 
children were more likely than their 
comparison cohort to have committed a 
criminal assault. 



Foster children received somewhat better 
physical care and missed less school than 
children left at home. The foster children 
demonstrated higher scores in overall 
socioemotional well-being. 
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TABLE 4A-6 Quasi-Experimental Evaluations of Individualized Service 
Programs 



Intervention 


Citation 


Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 


Fostering Individualized Assistance Program 


Clark et al., 1994 


N(X) = 47 


(FIAP) provides assessments, planning, 
case management, and support services to 




N(O) = 62 


children in foster care because of abuse and 




Randomly assigned 


neglect. FIAP compared with standard 




comparison group 


practice. 




received standard 
foster care system 
services 

18 months 


Weekly visits by trained home visitors and 


Hotaling et al., 


N(X) = 39 


nurse or social worker, child care, day camp, 
respite care, goods and services, referrals 


undated 


N(O) = 39 


to other community services provided to 




Comparison group 


families with young children who were 




received baseline 


reported as abused or neglected by school 
personnel. Cases were resolved as 




services 


unfounded by protective services. 




Weekly, for 2 years 


Intensive services including individual, 


Jones, 1985 


N(X) = 175/80 


group, or family counseling; financial 
services; medical services; help with 
housing; psychological evaluation and 
treatment; education in home management 
and nutrition; tutoring and remedial 
education; vocational counseling; homemaker 
services; and day care offered to families 
served by a New York City program with 
at least one at-risk child under 14 who was 
not an active case under child protective 
services. 




N(O) = 68 



SOURCE: Committee on the Assessment of Family Violence Interventions, National Research 
Council and Institute of Medicine, 1998. 
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Data Collection 


Results 


Child Behavior Checklist, Youth Self-Report, 
days in out-of-home placement, juvenile 
crime court records 


Both FIAP and standard practice subjects 
improved in emotional and behavioral 
adjustment measures. There was a 
significant improvement in the behavioral 
adjustment of the FIAP children in 
permanency placements in contrast to the 
standard practice group. The FIAP group 
had less runaways than the standard practice 
group. The FIAP youth spent less time in 
incarceration than the standard practice 
group. 


Subsequent child abuse and neglect reports, 
number of families’ unmet needs, improved 
social support, improved parent-child 
interaction, reduction in parental stress 


Fifty-six percent of treatment families 
compared with 64% of control families were 
reported for child maltreatment over the 2- 
year study period. The experimental group 
did report fewer family problems and lower 
stress but did not report greater social 
support. Overall, the treatment group did 
not show improvements in parent-child 
relations compared with control groups. 


Child Welfare Information Services foster 
care history data, State Central Registrar 
of substantiated complaints of child 
maltreatment, Special Services for Children 
information on clients served, agency case 
records, in-person interviews 


Forty-six percent of the control children and 
34% of the experimental children entered 
foster care during the study. Control 
children entered foster care sooner than 
experimental children. 
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TABLE 4B-1 Quasi-Experimental Evaluations of Shelters for Battered Women 







Initial/Final 
Sample Size 

Duration of 
Intervention 


Intervention 


Citation 


Follow-up 


Battered women’s shelter. 


Berk et al., 1986 


N = 155 






Some survey 
participants chose to 
use shelter services, 
some did not 



SOURCE: Committee on the Assessment of Family Violence Interventions, National Research 
Council and Institute of Medicine, 1998. 
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Data Collection 


Results 


Reports of violence, shelter stays 


Shelters can reduce the risk of new violence 
for a woman who is taking control of her 
life in other ways. Otherwise, shelters may 
have no impact or may even trigger 
retaliation from abusive spouses. 
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TABLE 4B-3 Quasi-Experimental Evaluations of Advocacy Services for 
Battered Women 



Intervention 


Citation 


Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 


Service of trained advocates for 10 weeks 


Sullivan and 


N = 41 


after shelter exit, 4-6 hours per week 


Davidson, 1991 




provided to residents of a domestic 




A subset of 


violence shelter in a midwestern city. 




participants was 
randomly assigned to 
a no-treatment control 
condition 


Service of trained advocates for 10 weeks 


Tan et al., 1995 


N(X) = 71 


after shelter exit, 4-6 hours per week 
provided to residents of a domestic violence 
shelter in a midwestern city. 




N(0) = 75 



SOURCE: Committee on the Assessment of Family Violence Interventions, National Research 
Council and Institute of Medicine, 1998. 
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Data Collection 


Results 


Subject interviews, Conflict Tactics Scales, 
Effectiveness of Obtaining Resources Scale 
designed for program 


Four women reported experiencing further 
abuse within 10 weeks after leaving shelter. 
This was not related to either experimental 
condition. Women in the experimental 
condition reported being more successful in 
accessing resources. 


Social Support Scale, Conflict Tactics Scales, 
Index of Psychological Abuse, Quality of Life 
Measure, Depression Scale CES-D, 
Effectiveness of Obtaining Resources Scale 


The experimental intervention expanded the 
social network of women; women in the 
treatment group felt more effective in 
obtaining resources than the women who did 
not have advocates. 
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TABLE 4B-4 Quasi-Experimental Evaluations of Domestic Violence 
Prevention Programs 



Intervention 


Citation 


Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 


A high school program to prevent wife 
assault and dating violence. 


Jaffe et al., 1992 


N = 737 

Delayed posttest for 
some participants at 
6 weeks 


Minnesota School Curriculum Project is a 
domestic violence awareness curriculum 
taught at the junior high school level, 
including teacher training. 


Jones, 1991 


N = 560 

A subset of the study 
participants was 
assigned to a matched 
no-treatment control 
group 


“Skills for Violence Free Relationships,” a 
prevention curriculum about women abuse 
presented to 7th grade health education 
students. 


Krajewski et al., 1996 


N = 239 

A subset of the study 
participants was 
assigned to a no- 
treatment control 
group 


Comparison of short and long forms of a 
dating violence prevention curriculum for 
10th graders. Short form was two classroom 
sessions (120-150 minutes). The long form 
added a film on dating violence and a letter- 
writing exercise to a fictional victim and a 
fictional aggressor. 


Lavoie et al., 1995 


N(L) = 238 
N(S) = 279 

1-month follow-up 



SOURCE: Committee on the Assessment of Family Violence Interventions, National 

Research Council and Institute of Medicine, 1998. 
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Data Collection 


Results 


London Family Court Clinic Questionnaire 
on Violence in Intimate Relationships 


Twenty-two of 48 test items showed 
statistically significant changes immediately 
after the intervention. Females had more 
positive significant changes than males; 
males showed some undesired direction 
changes. Positive changes decreased 
by half at 6-week posttest. 


True/false knowledge questions about 
domestic violence 


Relative to control students, treatment 
students improved scores on the posttest 
over three points. There was little change 
for their group on the attitude test 
posttreatment. Girls had higher attitude 
improvement scores than boys. 


Inventory to test knowledge and attitudes 
about woman abuse 


Significant differences were found between 
experimental and control groups from pretest 
to posttest on both knowledge and attitude 
inventories. This impact did not remain 
stable at posttest. Females showed greater 
change in attitude over time. 


Paper and pencil test 


Positive pre- and posttests and experimental 
versus control group gain in knowledge and 
attitude scores indicate that a short program 
modified attitudes and knowledge about 
dating violence. 
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TABLE 4C-2 Quasi-Experimental Evaluations of Training for Caregivers 







Initial/Final 
Sample Size 

Duration of 
Intervention 


Intervention 


Citation 


Follow-up 


A combination of didactic presentations, 
group discussions, role playing, education 
about the aging process, problem solving, 
stress management, utilization of community 
resources, anger management, and guided 
practice for caretakers of elderly relatives 
who were at risk for abusing the elderly 
relative in their care. 


Scogin et al M 1989 


N(X) = 56 
N(delayed treatment 
comparison) = 16 
N(O) = 23 


SOURCE: Committee on the Assessment of Family Violence Interventions, National 
Research Council and Institute of Medicine, 1998. 


TABLE 4C-3 Quasi-Experimental Evaluations of Advocacy Services to 
Prevent Elder Abuse 






Initial/Final 
Sample Size 

Duration of 
Intervention 


Intervention 


Citation 


Follow-up 


Volunteer advocates provided assistance 
and support to victims of elder abuse in the 
utilization of the criminal justice system 
to clients of the Elder Abuse Unit of the 
Department of Elderly Affairs in Rhode 
Island. 


Filinson, 1993 


N(X) = 42 
N(O) = 42 



SOURCE: Committee on the Assessment of Family Violence Interventions, National 
Research Council and Institute of Medicine, 1998. 



-<9 

I < 0 



SOCIAL SERVICE INTERVENTIONS 



157 



Data Collection 


Results 


Brief Symptom Inventory (BSI), Anger 
Inventory (AI), Rosenberg Self-Esteem 
Scale (RSPS), cost of care index 


Results indicated little change over time for 
either group on the AI or RSPS inventories. 
Training was associated with a slight 
reduction in the cost of providing care. The 
training group reported a significant 
decrease in symptoms over time on the BSI, 
whereas the comparison groups reported an 
increase in distress over time. 



Data Collection 


Results 


Improving self-esteem, seeking legal action, 
relocating victim or perpetrator, increasing 
social supports, access services 


The findings indicate that the volunteer 
advocate program, in comparison with the 
conventional system, can lead to more 
ambitious goal setting, greater achievement 
of goals, and more extensive monitoring of 
cases. 
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Legal Interventions 



The current array of legal interventions to address family violence includes 
service interventions, procedural and jurisprudential reforms, and efforts to build 
capacity and expertise in legal and social institutions to invoke legal sanctions — 
whether threatened or actual. Legal interventions, which include both the crimi- 
nal and the civil justice systems, have several goals: identifying cases to bring 
abusers and their victims under the control and protection of legal and social 
institutions, addressing procedural and evidentiary problems in criminal prosecu- 
tion; expanding the array of civil interventions to protect victims of abuse; reduc- 
ing further violence by offenders; and increasing the range of social and legal 
controls affecting individuals, families, and communities. 

Unlike patient-centered or client-centered health and social service interven- 
tions, the criminal justice system must also represent society’s interests. Its 
desired outcomes are independent, and at times they may differ from, and even 
appear to conflict with, those of the people who have been abused. Legal inter- 
ventions must take into account the issues of due process and concern for the 
rights of victims as well as those accused of wrongdoing, seeking a balance 
among interventions to enhance victim protection, facilitate the prosecution of 
offenders, and preserve the state’s interest in fair procedures. 

Legal interventions for the treatment and prevention of family violence often 
focus on procedural changes in law enforcement — such as arrest policies and 
practices, civil orders of protection, and court standards for the admissibility of 
evidence rather than the provision of direct services to clients. The evaluation 
of such procedural reforms is made difficult by the variations in state and county 
jurisdictions that influence local law enforcement policies and practices. In 
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evaluating these interventions, many researchers define success as a reduction in 
recidivism — a program-specific goal that the criminal justice system seldom ac- 
complishes for any other type of offense. This emphasis on a single, hard-to- 
achieve measure may diminish attention to changes in other important domains, 
such as individual and public health; child, adult, and family functioning; public 
safety; equity and fairness; social support and the use of community services; and 
costs (Worden, 1995). 

Family violence treatment and prevention interventions in law enforcement 
settings have received far less attention in the evaluation research literature than 
social service interventions (see Table 1-2); less than one-quarter of the studies 
(21 of 114 studies) selected by the committee for review in this report involve 
legal interventions. The large majority of these 21 studies focused on domestic 
violence (18 studies); within this subset, 7 studies examined the impact of spousal 
arrest policies. This is one of few areas in the family violence research literature 
in which replication studies have appeared (discussed in section 5B-3). These 
replication studies have created a database that shows real promise for secondary 
analyses not only for domestic violence but also for child maltreatment. For 
example, one recent study that focused on children who witness domestic as- 
saults conducted a secondary analysis of the spousal assault research database to 
examine the characteristics and prevalence of children in the homes where police 
officers intervened in response to domestic violence cases (Fantuzzo et al., 1997). 

In general, however, evaluations of the effectiveness of legal interventions 
suffer from problems similar to those in the areas of social service and health 
care: small study samples, ethical and legal problems in implementing experi- 
mental designs and in reporting discovered abuse, the constraints of confidential- 
ity statutes, inadvertent effects caused by the research project, and the complexity 
of independent variables in multiple and overlapping interventions. 

Neither research on the immediate effects of legal reforms nor assessments 
of the recurrence or cessation of abuse have been routinized for these interven- 
tions. Accordingly, policies and procedures reflect ideology and stakeholder 
interests more than empirical knowledge. With some exceptions (such as the 
research on arrest policies and domestic violence), the available evaluations are 
more descriptive than analytic. Experimental or longitudinal studies on the effec- 
tiveness of current interventions are rare. The current empirical literature is 
limited by the kinds of methodological shortcomings discussed in Chapter 3. 

Despite the absence of research on their effectiveness, legal interventions are 
thought by many to play an important role with regard to family violence. For 
example, as noted later in this chapter, treatment interventions are sometimes 
provided to offenders solely as a result of arrest and court intervention, and their 
impact may be influenced by the quality and intensity of court oversight. This 
chapter reviews legal interventions and the available evaluations of them, first for 
child maltreatment, then for domestic violence, and finally for elder abuse. 
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CHILD MALTREATMENT INTERVENTIONS 

In the 1960s, following the passage of legislation that established eligibility 
for federal funds for child protective services programs, nearly every state adopted 
mandatory reporting laws, child abuse registries, expanded and newly empow- 
ered child protection agencies, and training for personnel in social, legal, and 
medical agencies. The emergence of child sexual abuse as a social crisis in the 
1980s resulted in skyrocketing prosecutions and new evidentiary and procedural 
rules for such cases (Melton et al., 1995; Weisberg and Wald, 1984). Detailed 
procedures were put into place to detect, investigate, adjudicate, and resolve 
cases of child maltreatment — through supervision of families, removal of chil- 
dren from the home, and termination of parental rights. 

There was initially strong resistance by child welfare advocates and service 
providers to the criminal justice system’s growing role in these cases, largely 
based on the assumption that it either could not or would not consider the best 
interests of the child in making decisions. This resistance abated somewhat as the 
criminal justice system began to adapt to the special needs of children, establish- 
ing special courts to focus on family matters, and child welfare and mental health 
agencies acknowledged the deterrent role of legal restraints and sanctions on 
offenders. 

Eight legal interventions for child maltreatment are reviewed in the follow- 
ing sections: (1) mandatory reporting requirements, (2) child placement by the 
courts, (3) court-mandated treatment of child abuse offenders, (4) treatment for 
sexual abuse offenders, (5) criminal prosecution, (6) improving child witnessing, 
(7) evidentiary reforms, and (8) procedural reforms. The sections are keyed to 
the appendix tables that appear at the end of the chapter. 



5A-1: Mandatory Reporting Requirements 

Prior to the medical recognition of the battered child syndrome in 1962 
(Kempe et al., 1962), family violence reporting laws did not exist in federal or 
state statutes. Following a national advocacy effort focused on the protection of 
children who were physically abused, all 50 states had adopted laws by 1967 
requiring health and other professionals to report suspected child abuse and ne- 
glect. Since the creation of child protective services systems and the enactment 
of mandatory reporting laws, increasing numbers of cases have been reported to 
child protection agencies without a comparable increase in the resources to sup- 
port adequate investigation and response to these reports. Whether these objec- 
tives have actually been achieved is uncertain, although the number of cases 
reported to child protection agencies has increased significantly. 

The overall change since 1976 has been a growth of 331 percent, from an 
estimated 10 children reported per 1,000 in 1987 to 43 children reported per 
1,000 in 1994 (National Center on Child Abuse and Neglect, 1996a,b). The rapid 
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escalation in reported cases has had a significant impact on the investigation and 
substantiation rates and disposition practices of social service agencies. The 
1988 National Incidence Study indicated that only 40 to 50 percent of all reported 
cases of child maltreatment were substantiated (Sedlak, 1991). By 1994, the rate 
of substantiated or “indicated” reports had dropped to about 37 percent (National 
Center on Child Abuse and Neglect, 1996b). This imbalance has encouraged 
discretionary decisions in which service providers, especially in health settings, 
seek to provide their clients access to their own treatment programs in lieu of 
public services (Zellman, 1990, 1992; Brosig and Kalichman, 1992). These 
findings have prompted a search for revisions in the reporting requirements, to 
establish certain conditions under which well-trained reporters could exercise 
more flexibility in filing reports, provide a treatment or intervention plan in lieu 
of a child protective services investigation, yet maintain informal oversight of 
cases by child welfare officials (Finkelhor and Zellman, 1991). 

The mandatory reporting laws were adopted in the belief that they would 
reveal cases of child maltreatment that were previously undetected and would 
provide a means for children and families to receive appropriate services prior to 
the occurrence of serious injuries, thus enhancing child safety and well-being. In 
reviewing the research literature on this intervention, the committee found no 
evaluations of mandatory reporting of child maltreatment that meet its criteria for 
inclusion (use of a comparison or control group in conduct of the study). Re- 
search on this topic is generally descriptive — no quasi-experimental studies have 
been conducted that could provide guidance to policy officials and service pro- 
viders. 

Designing a study on mandatory reporting with a control group is difficult 
for several reasons: the universal and mandatory nature of current reporting 
systems inhibits the formation of an appropriate comparison or control group, 
uncertainties exist about the appropriate outcomes to measure, and separating the 
outcomes of mandatory reporting from the outcomes of subsequent services is an 
immensely complex task. For example, should mandatory reporting be evaluated 
on the number of cases that are substantiated, on the number of cases that receive 
some other intervention because of the reporting, on improved state datasets, or 
on child health and well-being indicators, including child mortality and injury 
rates? 

Mandatory reporting requirements were adopted without evidence of their 
effectiveness; no reliable study has yet demonstrated their positive or negative 
effects on the health and well-being of children at risk of maltreatment, their 
parents and caregivers, and service providers. Several studies have identified 
significant variations in reporting practices among service providers (especially 
health professionals) and the presence of a large number of service providers who 
use discretionary judgment in deciding whether to report suspected cases, espe- 
cially under circumstances in which a child or family is receiving treatment or 
intervention services. Nonexperimental research studies have indicated that the 
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filing of a report disrupts therapy in relatively few cases, and that a therapeutic 
relationship can survive and at times benefit if the therapist confronts and reports 
abusive behavior (Watson and Levine, 1989; Weisz, 1995). 

The objectives and potential benefits of mandatory reporting include (1) 
increasing detection before violence escalates (when families might be more 
receptive to social support services), (2) relieving victims and family members of 
the reporting burden (and thus enhancing their safety), (3) enhancing health care 
provider response to family violence by fostering greater coordination among 
service systems, (4) punishing perpetrators, and (5) improving documentation, 
data collection, and knowledge about the epidemiology of family violence, which 
can enhance the evaluation of interventions and encourage communities to in- 
crease resources for prevention and treatment programs (Hyman et al., 1995; 
Hampton and Newberger, 1985). 

Experience with reporting practices has raised a number of concerns about 
the adverse impact and unintended consequences of reporting requirements on 
children, their parents and caregivers, and service providers in both health care 
and social service settings: 

(1) discouraging clients who do not want involvement with the law enforce- 
ment system from seeking social services and health care; 

(2) risking retaliation by the abuser against victims who reveal abuse; 

(3) creating expectations of services and protection that cannot be met; 

(4) flooding the social services system with reports that involve minor cases 
of child maltreatment; 

(5) interfering with provider-client relationships and rapport, especially in 
areas that involve trust, safety, goal setting, deterrence, and treatment; 

(6) encouraging inadequate responses by providers, especially from those 
who do not understand their reporting responsibilities or who may abdicate re- 
sponsibility for ongoing care once a report has been made; 

(7) fostering poor case detection and data collection practices, including 
noncompliance, biased compliance, and false positive reporting, as well as confu- 
sion about what must be reported; and 

(8) encouraging greater surveillance bias, including class or ethnic bias in 
reporting, because of the disproportionate reporting of low-income and minority 
communities who rely on public services (whose care providers are more likely 
to file reports) rather than private care (whose care providers are likely to use 
greater discretion in determining whether a report should be filed) (Besharov, 
1994; Hyman et al., 1995; Hampton and Newberger, 1985). 

Some critics have indicated that legal reporting requirements have weakened 
the protection of children by diverting administrative resources away from ser- 
vices for children and families in serious trouble in favor of investigation of 
minor cases (Besharov, 1994). The tendency to perceive family violence as 
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criminal behavior has also raised concerns about the bias or stigma associated 
with reporting practices. There is concern that reporting requirements have stimu- 
lated false positive cases with damaging effects on some parents, children, and 
families, although the size of this impact is not known. Finally, many research 
investigators and sponsors believe that the reporting requirements represent an 
impediment to the conduct of population-based studies of child maltreatment 
(National Research Council, 1993a). 

The effectiveness of mandatory reporting therefore needs to be examined 
within the broad dimensions of family violence and the impact of reporting 
practices on child and family access to services as well as on data collection. 
More important, the impact of mandatory reporting laws should be judged by the 
ways in which they interact with other services to help protect children and adults 
from abuse and neglect and to mitigate their consequences. When criminal acts 
can be substantiated, mandatory reporting practices can result in the prosecution 
of cases that would not otherwise be detected. Mandatory reporting requirements 
can also diminish the use of discretionary judgment and exact an unknown price 
on the ability of service professionals to control the timing, nature, and scope of 
disclosures of child maltreatment to legal authorities. These impacts may or may 
not be harmful to children at risk and their families, depending on the circum- 
stances and severity of the maltreatment that is disclosed. 

At this time, significant doubts exist about the ability of social service agen- 
cies to respond adequately to initial reports of suspected cases. These doubts 
suggest that greater caution is required before expanding the use of mandatory 
reporting requirements in protecting adult victims of maltreatment, especially in 
the areas of domestic violence and elder abuse. 

5A-2: Child Placement by the Courts 

Juvenile courts (sometimes called family courts) can issue an order of pro- 
tection, order services and treatment for the family, temporarily remove the child 
from the home, or, as a last resort, terminate parental rights and provide perma- 
nent placement for a child whose care is overseen by the child welfare system. 
This section deals with the role of the courts in making such decisions; the 
evaluations of placement outcomes (such as foster care and group homes) are 
covered in Chapter 4. 

The actions of juvenile courts are generally limited to cases of parental abuse 
and neglect (Bulkley et al., 1996). If the abuse or neglect is substantiated, the 
judge has a number of options, including requiring the parents to participate in 
treatment or cooperate with caseworkers as a condition of keeping the child at 
home; issuing a protective supervision order that allows parents to retain custody 
under certain conditions or under the supervision of the child protective services 
agency; removing the child from the home temporarily; giving custody of the 
child to the agency or other persons; and terminating parental rights to end the 
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legal relationship between parent and child. Alternative dispositions to the termi- 
nation of parental rights have been developed as well; for example, some courts 
award guardianship to third parties in lieu of termination, who provide care and 
parental support but who do not legally supplant the relationship of the natural 
parents. The courts can also establish timetables and deadlines to require public 
agencies to determine a service plan for the child. 

Although statutory bases for termination of parental rights differ by state, in 
all cases the burden of proof is the standard of clear and convincing evidence, a 
higher standard than in other civil proceedings. The burden of proof is on the 
petitioner — usually the government agency charged with child protection, but it 
can be others, such as family members, guardians ad litem, prospective adoptive 
parents, and others specified by state statute. There is a presumption in favor of 
maintaining the parent-child relationship and preservation of family ties ( Santosky 
v. Kramer, 455 US 745, 71 L Ed 2d 599, 102 S Ct 1388, 1982). Testimony must 
include evidence that termination of parental rights would be in the best interest 
of the child. The parents are entitled to due process, notice, and an opportunity to 
be heard and represented by counsel. The justifications for termination of paren- 
tal rights in child sexual abuse cases have included refusal to participate in or 
make progress in treatment, and failure to acknowledge responsibility or to take 
steps toward rehabilitation (Bross, 1995). 

The gravity of parental rights hearings has given rise to other procedural and 
service interventions designed to protect the child’s interests in resolving the 
conflict between the risks of continued involvement with abusive parents and 
permanent separation from them. For example, the position of court-appointed 
special advocates (CASAs) has developed to represent the child’s interests in 
custody negotiations; they are typically attorneys or trained lay volunteers who 
either function independently or work in conjunction with attorneys and case- 
workers. Comparing a CASA lay volunteer model with a model using staff 
attorneys in a juvenile unit of the court, one descriptive study found that the use 
of CASAs resulted in more services obtained for children and reduced the time 
that the child spent in the home of the family of origin (Poertner and Press, 1990). 
They concluded that lay volunteer CASAs could represent children in juvenile 
court as well as trained court attorneys. 

The effectiveness of the juvenile court system in child maltreatment cases 
has not been formally evaluated. The courts have the ability to protect children 
by exercising the power to remove them from the home or to mandate treatment 
and services. Juvenile courts also have the ability to provide oversight and in- 
home monitoring and can act both to help the child and family and to punish the 
offender (Bulkley et al., 1996). The disadvantages of the juvenile court system 
include the removal of the child rather than the offender from the home; the lack 
of due process protections for those accused of abuse comparable to criminal 
court procedures; the risk of unnecessary intervention with families; long, indefi- 
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nite, or multiple out-of-home placements; and unnecessary removal of some 
children without adequate preventive or treatment services (Bulkley, 1988). 

Evaluations of the effectiveness of the juvenile court system should consider 
what relevant outcomes constitute the most important indicators of its success or 
limitations. Examples include: the extent to which children’s placement status 
remains uncertain or unstable during periods of court oversight; patterns of ser- 
vice utilization associated with cases in the juvenile court system compared with 
those that are administered by the social services agencies alone; and long-term 
measures of child health and well-being and family support associated with cases 
that are handled by juvenile courts. Such studies could compare the long-term 
outcomes of siblings or neighborhood children who were reported for maltreat- 
ment but were not referred for court attention to those of children whose cases 
received significant involvement by the juvenile court. Such studies could help 
clarify which characteristics of maltreatment cases are likely to stimulate court 
referrals and examine the disparities that exist in caseloads handled by judicial, 
social services, and health agencies. 



5A-3: Court-Mandated Treatment for Child Abuse Offenders 

The courts can mandate parents to treatment as a condition for keeping or 
regaining custody of their children. In Chapter 4, we discussed types of treatment 
and treatment outcome studies of parenting practices and family support services 
(4A-1). Here we deal with the impact on treatment of its being mandated through 
the courts rather than being voluntary. 

Practitioners are divided on the wisdom of mandating treatment. Those who 
favor it believe that the threat of legal sanctions will encourage participation in 
treatment by parents who would otherwise refuse services. Those who question 
the wisdom of mandatory treatment emphasize the importance of client motiva- 
tion for involvement in treatment and fear that court mandates may increase 
resistance to treatment. There has been very little empirical research to help 
settle this debate. 

Table 5A-3 lists two evaluations in this area that meet the committee’s 
criteria for inclusion. One study compared parents ordered to a treatment pro- 
gram with those who voluntarily entered treatment (Wolfe et al., 1980). They 
found that court-ordered parents were more likely to complete the treatment 
program. However, the other study found no such differences in treatment 
completion between voluntary and court-mandated parents (Irueste-Montes and 
Montes, 1988). Both groups attended and completed treatment at similar rates 
and showed similar improvements in their interactions with their children. The 
researchers conclude that mandating treatment does not increase resistance to 
participation. Although they did not ask all court-mandated participants whether 
they would have voluntarily entered treatment, informal comments by some of 
these parents suggested that they would have dropped out of the 3-year program 
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or refused treatment altogether had the legal sanctions not been in place. Court 
oversight of treatment referrals thus seem to facilitate completion rates for of- 
fenders who would be unlikely to voluntarily participate in treatment programs. 
Whether completion results in improved parent-child interactions or positive 
child outcomes remains generally unknown in the research literature. 



5A-4: Treatment for Sexual Abuse Offenders 

Treatment programs for sex offenders seem to be increasing in number, and 
adults who sexually abuse children are often offered treatment as part of or in lieu 
of other sanctions by the court. Such programs seek to normalize sexual prefer- 
ences and enhance social functioning, working from the assumptions that deviant 
sexual acts result from an attraction to inappropriate partners or behaviors and 
that social deficits restrict access to appropriate partners and cause stress in the 
offender, both of which increase the likelihood of offensive behavior (Marshall 
and Barbaree, 1988). 

Although some efforts have been made to classify offenders in terms of their 
relationship to the target child, research studies cannot yet distinguish clearly 
between sexual offenses that involve familial relationships and those that do not. 
For example, one study classified two treatment groups as “incest offenders” — 
men who exclusively molested either their own daughters or granddaughters or 
who molested female children for whom they were serving as surrogate fathers, 
such as stepdaughters, adopted daughters, and daughters of a common-law wife — 
and “molesters of nonfamilial children” — men who molested children who were 
not their own and for whom they were not serving as the surrogate father 
(Marshall and Barbaree, 1988). Such distinctions are ambiguous in the research 
literature, however; sex offender programs often do not classify treatment groups 
according to the nature of the relationships between the victim and the offender. 

A 1994 survey found 710 sex offender programs in the United States, a 139 
percent increase in programs since 1986 (Freeman-Longo and Knopp, 1992). 
The vast majority (573) of the programs were outpatient or community-based; 90 
were prison-based; and the remaining 47 were other residential-based programs. 

Three general approaches are used in treating sex offenders: cognitive- 
behavioral, psychotherapeutic, and organic (also called biological or physical). 
Today, the cognitive-behavioral approach predominates (Freeman-Longo and 
Knopp, 1992) and consists of a number of cognitive and skills training methods, 
behavior control techniques, and, more recently, relapse prevention strategies 
borrowed from the field of addiction treatment (Marshall et al., 1991). The 
psychotherapeutic approach includes individual, group, and family counseling. 
The organic approach includes surgical castration, hormonal and other pharma- 
cological treatments, and psychosurgery. 

There is no consensus in the research as to whether treating sex offenders 
reduces recidivism (U.S. General Accounting Office, 1996). It is generally be- 
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lieved that the recidivism rate for incest offenders is low compared with that of 
other child molesters (Furby et al., 1989). It has also been suggested that incest 
is related to family dynamics and opportunism rather than to inappropriate sexual 
preferences, suggesting that behavior modification treatment programs may be 
less effective with incest offenders (Quinsey et al., 1993). One study suggests 
that post-treatment recidivism rates vary widely with different offender charac- 
teristics, including type of offense; the growing body of literature on the treat- 
ment of sex offenders may therefore not be applicable to incest offenders (Furby 
et al., 1989). 

Table 5A-4 lists two evaluations in this area that meet the committee’s 
criteria for inclusion. One study matched a treated and untreated group of child 
molesters, all of whom admitted their crimes and requested treatment (Marshall 
and Barbaree, 1988). Treatment consisted of cognitive-behavioral outpatient 
services. The treatment group had far lower recidivism rates than the control 
group on both official and unofficial measures. 

The other study compared the effectiveness of a multimodal inpatient treat- 
ment for incest offenders and heterosexual pedophiles. The treatment programs 
included group psychotherapy, social skills training, anger management, psycho- 
drama, film discussion of victims, and stress inoculation (Lang et al., 1988). 
Both groups showed improvement, and incest offenders showed greater improve- 
ment than pedophiles on trait anxiety, fear of negative evaluation, social skills 
deficits, indirect hostility, and irritability. By the end of a 3-year follow-up, 7 
percent of the incest offenders and 18 percent of the pedophiles had reoffended. 
The small sample size and lack of an untreated control group make it impossible 
to attribute changes to the treatment. In fact, the recidivism rates reported in this 
study are similar to those of the untreated control group rates in the Marshall and 
Barbaree (1988) study. 

Several reviews of less rigorous studies have shown some promising results 
from multicomponent, cognitive-behavioral treatment approaches, particularly 
with child molesters (Becker and Hunter, 1992; Marshall et al., 1991; Martens, 
1992). Reviews of studies of psychotherapeutic approaches concluded that coun- 
seling was insufficient by itself to change the behavior of sex offenders (U.S. 
General Accounting Office, 1996). Organic treatments have shown some evi- 
dence of effectiveness, but no consensus exists about which drug is most effec- 
tive or about the duration of positive effects (U.S. General Accounting Office, 
1996). Marshall et al. (1991) suggest that organic treatments should not be 
viewed as a means for reducing reoffending in and of themselves, but they may 
be appropriate as a means of reducing an offender’s sex drive until cognitive- 
behavioral treatments can begin to build self-control. 

Although cognitive-behavioral approaches and other forms of treatment ap- 
pear to show some positive outcomes of treatment for sex offenders, more rigor- 
ous characterizations of the types of offenders involved in treatment are needed 
before the effectiveness of treatment programs in reducing repeat sexual offenses 
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can be determined for incest offenders and others who are involved in ongoing 
familial relationships with their victims. For incest reoffending, attention is 
required to the circumstances in which offenders tire referred to or request treat- 
ment, and the ways in which treatment is used as a deterrent in determining 
whether an offender can maintain custody or remain in contact with the child or 
family. 



5A-5: Criminal Prosecution of Child Abuse Offenders 

The impact of criminal prosecution of child abuse on the protection of chil- 
dren has not been rigorously evaluated. The question of whether to criminally 
prosecute child maltreatment offenders is shaped by competing views of the role 
of the legal system in influencing behavior and responding to individuals, fami- 
lies, and community needs. Those who are opposed to criminal action believe 
that it hurts the family, that the criminal justice system is insensitive to families’ 
and children’s needs, and that district attorneys and police officers focus more on 
prosecution than on referrals for treatment and services. Those who favor crimi- 
nal prosecution believe that it is an effective way to enforce the laws, deter future 
abuse, discourage unacceptable behavior, and coerce individuals into treatment. 
This perspective reflects a belief that, as a matter of policy, one should not 
selectively forgo prosecution of criminal behavior for the sole reason that the 
victim is related to the offender. 

There are no evaluations in this area that meet the committee’s criteria for 
inclusion. The research cited in this section is either descriptive or lacks control 
groups. 

In most states, reports of maltreatment are made to a designated child protec- 
tion agency (see discussion in section 5A-1 above). After investigating, the 
agency may report serious cases to law enforcement officials (some states require 
child protective services to report all cases of abuse and neglect to the district 
attorney). Once a case is referred to law enforcement, prosecutors have broad 
discretion in whether or not to file charges and whether to drop or accept the case. 

Research focusing on the decision making of prosecutors has examined vari- 
ables that play a role in the acceptance and rejection of cases; decisions to pros- 
ecute vary widely, with many factors determining whether a prosecutor decides 
to proceed (Whitcomb, 1992). In a federally sponsored 3-year study in four 
cities, prosecutors were influenced by mandatory reporting requirements, statutes 
regarding procedural and evidentiary practices, and the availability of alterna- 
tives to prosecution, such as counseling (Office of Juvenile Justice and Delin- 
quency Prevention, 1994). Another study found three primary characteristics 
related to prosecutors’ decisions to file charges: age and maturity of the victim, 
the relationship between the victim and the perpetrator, and the evidence of abuse 
(Borland and Brady, 1985). 

Younger children may be less competent to testify and lack credibility, so 
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their cases may be screened out. The relationship of the offender to the child 
poses questions regarding safety and the likelihood that the abuse will occur 
again. A study of initial decisions by prosecutors in sexual abuse cases found that 
offenders who were fathers, stepfathers, and uncles were more likely to be pros- 
ecuted than brothers, child care workers, or babysitters (MacMurray, 1989). This 
study also found that cases involving male victims were more likely to be pros- 
ecuted than those involving female victims. 

Because of the hidden nature of child abuse, prosecutors may feel there is not 
enough physical or medical evidence to successfully prosecute a case. The nature 
of the abuse itself may also determine whether prosecution is pursued. A 1993 
American Bar Association survey of 600 prosecutors found that they reported 
prosecuting fewer physical than sexual abuse cases (Smith and Elstein, 1993), 
despite the fact that there is a high attrition rate in sexual abuse cases (Finkelhor, 
1984). Overall, few child abuse and neglect cases go to trial; those that do raise 
questions concerning the ability and role of children as witnesses in the court 
system. 



Children have not usually been considered believable witnesses in a court of 
law (Myers, 1994). Although an extensive body of literature has focused on their 
ability to adequately serve as witnesses, no evaluations in this area have been 
conducted that involve the use of comparison or control groups. The discussion 
that follows is based on other types of research. 

In a criminal justice system designed for adults, issues such as children’s 
competence to testify, their ability to distinguish fact and fiction, and the possible 
harm that their testifying presents pose special challenges. Researchers have 
explored children’s memory, suggestibility, and ability to distinguish truth from 
fantasy (Goodman, 1984; Goodman et al., 1987). Their credibility rests on the 
knowledge that they are able to recall and report events reliably. In general, 
laboratory studies involving eyewitness accounts indicate that children as young 
as four years of age can present testimony that is as reliable as that of adults 
(Melton, 1985). Interestingly, children are no more likely to lie than adults 
(Myers, 1994). Errors in their testimony are primarily those of omission 
(Goodman et al., 1987). When questioned through free recall about what they 
have experienced, children may be less forthcoming than adults but are nonethe- 
less accurate in their descriptions (Melton, 1985). However, retrospective studies 
of children demonstrate that traumatic events are often vividly remembered (Terr, 
1981, 1983). The threat of injury and degree of trauma may also result in 
children’s attempting to control their fear by reconstructing events to make them 
seem less threatening (Eth and Pynoos, 1985). 

The need to question children in a detailed manner raises concerns about 
their suggestibility and the extent to which their developmental level allows them 
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to be influenced by others. Myers (1994) notes that researchers studying child- 
ren’s susceptibility to suggestion can be separated into two groups. One empha- 
sizes children’s susceptibility when being tested in artificially and sometimes 
extremely stressful situations. The second group acknowledges children’s limi- 
tations but offers evidence that they can resist suggestion. Identifying children’s 
strengths and weaknesses, these researchers concentrate on methods to improve 
testimony (Goodman et al., 1987). 

Research comparing children and adults in simulated situations has shown 
that younger children (age 3 and below) consistently recall less information and 
answer objective questions less accurately (Goodman et al., 1987), although 
other results reveal that adults and 6-year-olds differed little in their ability to 
answer objective questions (Goodman and Reed, 1986). Younger children, like 
adults, have proven to be more suggestible when the interviewer is seen as an 
authoritative figure (Ceci et al., 1987). Although children may have difficulty 
distinguishing between their own thoughts and actions, they are able to separate 
another person’s actions from their own thoughts (Johnson and Foley, 1984). 
The potential suggestibility of children necessitates careful interviewing tech- 
niques by professionals involved in legal investigation and prosecution of child 
maltreatment. 

Given that most research is conducted in artificial circumstances that often 
bear little resemblance to the courtroom or the judicial process, the strength of 
laboratory research findings is uncertain when applied to real-life situations. The 
courtroom presents children with a mystifying and stressful environment. Cross- 
examination, facing the defendant, and testifying for long periods of time may 
affect children’s ability to testify competently and accurately. 

The impact of testifying can be harmful or beneficial for children; there is 
evidence for both. Some researchers believe that testifying in the courtroom can 
further traumatize children (Office of Juvenile Justice and Delinquency Preven- 
tion, 1994). Others believe that testifying can be beneficial, if children are 
provided with an opportunity to tell their story and to be believed (Runyan et al., 
1988). 



5A-7: Evidentiary Reforms 

Increased recognition of the need to assist and protect child witnesses in 
court has led to the development of innovative procedural and evidentiary ap- 
proaches, many of which raise issues of constitutionality, due process, and fair- 
ness. Reforms have involved system changes, such as modifications in the rules 
of evidence, exceptions to the restricted use of hearsay testimony, and the use of 
child advocates in the courtroom. A primary concern has been to shield children 
from having to confront the defendant in person. The use of videotaping and 
closed circuit television, which allows for a live transmission to the courtroom 
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from a nearby location, is currently allowed in some states. The impacts of these 
reforms on children, adolescents, adults, and legal procedures remain unknown. 

Although evidentiary reforms are the subject of intense debate, there are no 
evaluations in this area that meet the committee’s criteria for use of a comparison 
or control group. Research to determine the efficacy of various reforms is lim- 
ited, and knowledge of their actual impact on children is anecdotal. Innovations 
that enhance a child’s ability to recall and relate with accuracy may improve the 
prosecution of child maltreatment cases that involve criminal acts. But given that 
the court must choose among the rights of the defendant, standards of evidence, 
and the potential harm to the child, further investigation of the reforms under 
consideration is warranted. 

5A-8: Procedural Reforms 

Recognizing that children often need support when they testify in the court- 
room, provisions to allow for victim advocates and guardians ad litem have 
increased. Victim advocates are often part of a community-based program not 
officially affiliated with the criminal justice system. Guardians ad litem (“for the 
suit”) are appointed by the court to represent the best interests of the child in a 
legal proceeding. Statutes vary with regard to the types of hearings and proceed- 
ings that advocates can attend, but usually one person, such as a parent, relative, 
or friend, is permitted to stay with the child and may even hold the child’s hand 
(Whitcomb, 1992). Legal issues surrounding guardians ad litem include ques- 
tions regarding their legal status, their proper function and responsibility, and 
their right to privileged communication with the child (Whitcomb, 1992). 

In this area no evaluations meet the committee’s criteria for inclusion. One 
study that did not include a comparison group found that children testifying in 
criminal court were better able to answer questions and appeared less frightened 
when a parent or loved one was allowed to remain with them (Goodman et al., 
1987). Additional efforts to streamline the judicial process have been made but 
remain unevaluated in the research literature. Recent innovations include the 
development of specialized child advocacy teams, multidisciplinary teams to 
coordinate investigations, and specialized police investigative units. 

DOMESTIC VIOLENCE INTERVENTIONS 

Before the 1970s, legal institutions responded with ambivalence to violence 
toward wives and intimate partners. The convergence of the interests of femi- 
nists, victim advocates, and legislators led to a series of reforms beginning in the 
late 1970s to strengthen criminal justice responses to wife beating (Lerman, 
1981; Dutton, 1988). By 1980, 47 states had passed domestic violence legislation 
mandating changes in protective orders, enabling warrantless arrest for misde- 
meanor assaults, and recognizing a history of abuse and threat as part of a legal 
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defense for battered women who kill their abusive husbands. 1 Police response 
and arrest procedures changed not only in response to these pressures, but also 
pursuant to successful litigation by women against police departments for their 
failure to enforce criminal laws and protect them from violent partners (see, for 
example, Scott v. Hart, U.S. District Court for the Northern District of California, 
C76-2395; Bruno v. Codd, 47 N.Y. 2d 582, 393 N.E. 2d 976, 419 NYS 2d 901, 
1979; and Thurman v. City of Torrington, 595 F. Supp. 1521, 1984). 

The array of statutory, procedural, and organizational reforms has covered 
nearly every aspect of the legal system. Police departments have adopted pro- 
arrest or mandatory arrest policies. Domestic violence units were formed in 
prosecutor’s offices, and treatment programs for abusive husbands were launched 
in probation departments and by community-based groups. Reforms in protec- 
tive and restraining order legislation enabled emergency, ex parte relief that 
included no-contact provisions as well as economic and other tangible assistance 
to battered women. These forms of relief, as well as the application of criminal 
laws, were extended to women in unmarried cohabiting couples and to divorced 
and separated women. A small number of jurisdictions have developed coordi- 
nated, systemic responses that bring to bear the full range of social controls and 
victim supports for battered women. 

Interventions to control violence against adult intimate partners reflect three 
separate but related policy goals: criminal punishment and deterrence of batterers, 
rehabilitation of batterers, and protective interventions designed to ensure the 
safety and empowerment of victims. Legal institutions have been used to ad- 
vance each of these goals, but the evaluations of interventions are complicated by 
the lack of common measures that could assess whether progress in one area 
helps or impedes the achievement of other policy goals. In addition, the research 
literature does not include evaluations of general deterrent efforts of these re- 
forms (the extent to which legal interventions reduced the level of domestic 
violence in a community). The literature examines the effects of legal interven- 
tions only on the identified cases to which they apply. 

Eight interventions are reviewed in the sections that follow: (1) reporting 
requirements, (2) protective orders, (3) arrest procedures, (4) treatment for do- 
mestic violence offenders, (5) criminal prosecution, (6) specialized courts, (7) 
systemic approaches, and (8) training for criminal justice personnel. The sections 
are keyed to the appendix tables that appear at the end of the chapter. 



5B-1: Reporting Requirements 

Unlike the reporting of child maltreatment, which is mandatory by law in all 
states, the reporting of domestic violence is often part of the state’s injury report- 



'The “battered woman’s defense” was applied not only in cases in which the woman killed the 
man during an attack, but also in cases in which the man was not actively threatening or abusing the 
woman at the time of the incident (Schneider, 1980). 
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ing requirements and varies by state jurisdiction. As of August 1996, 45 states 
and the District of Columbia had laws that require health professionals to report, 
usually to law enforcement officials, certain injuries suspected of being caused 
by domestic violence (Hyman et al., 1995); 41 states require reporting by health 
care practitioners when a patient presents an injury that appears to have been 
caused by a gun, knife, firearm, or other deadly weapon. In 18 states and the 
District of Columbia, a report is required when the patient’s injuries are suspected 
of having resulted from an illegal act; since battering — the physical or sexual 
assault of an intimate partner — is considered criminal in all states, this require- 
ment is tantamount to requiring reports for injuries caused by domestic violence. 
In only five states do the reporting laws specifically and narrowly require the 
reporting of injuries when domestic violence is suspected. 

In 1994, California enacted the first state legislation requiring health care 
professionals to report domestic violence to legal agencies. More uniform report- 
ing could provide datasets similar to those available for child maltreatment, 
thereby allowing better tracking of prevalence trends. However, the disadvan- 
tages of mandatory reporting discussed above (5A-1) may be even more serious 
for domestic violence than for child maltreatment. Those who work with battered 
women argue that mandatory reporting could undermine the autonomy of adult 
women, prevent them from seeking necessary services, and in some cases put 
them at increased risk of serious harm. 

There have been no evaluations of reporting requirements for domestic vio- 
lence. In light of the potential dangers to victims, careful evaluation of the new 
mandatory reporting law in California seems warranted before other states pass 
similar requirements. 




5B-2: Protective Orders 

Beginning with the passage of the Pennsylvania Protection from Abuse Act 
in 1976, every state now provides for protective orders in cases of domestic 
violence (Klein, undated). Protective orders are civil injunctions that establish 
restraints against a person accused of threatening or harassing the individual who 
requests the order. Civil orders of protection (also known as restraining orders) 
are issued by the courts upon request by a victim of domestic violence; they state 
that the offender (the “respondent”) may not assault her, enter her home, ap- 
proach her, or have any communication with her for a specified period of time. 
States typically allow for temporary and permanent protective orders; temporary 
orders are in effect for a short period of time, often several weeks, and may be 
issued on an emergency basis without a hearing. A permanent order may be 
awarded after a hearing; permanent protective orders are often good for one to 
three years (Klein and Orloff, 1996). 

The advantages of protective orders are that they are victim-initiated and 
timely. They allow a relaxed standard of proof, focus on the victim’s protection, 
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and can prescribe a wide range of specific interventions that address safety and 
economic well-being. However, only a few studies have examined their effec- 
tiveness in reducing domestic violence; the extent to which protective orders are 
used in conjunction with criminal prosecution and the types of errors that are 
avoided as well as associated with relaxed evidentiary standards are generally 
unknown. There are no evaluations in this area that meet the committee’s criteria 
for inclusion. 

In the absence of controlled studies, it is not possible to determine the role 
that protective orders play in discouraging the recurrence of violence. It has been 
suggested that temporary protective orders are frequently violated and that few 
sanctions exist for violations (Harrell et al., 1993). Protective orders can be 
issued by civil or criminal courts, but the large majority are handled by civil 
courts. The police have a long-standing ambivalence about the priority of enforc- 
ing civil remedies in the criminal justice system, and poor coordination of infor- 
mation between the civil and criminal systems may make it difficult for police to 
know who has a protective order when a “domestic” call is received. One study 
indicates that protective orders against respondents with a criminal history are 
likely to be less effective in deterring future violence than those obtained against 
respondents without such a history (Keilitz et al., 1996), but this study lacks a 
comparison or control group. Although protective orders are not designed to 
deter violent behavior, they may play a role in providing security to and building 
self-esteem for victims (Keilitz et al., 1996). It is uncertain whether protective 
orders can help deter future violence when combined with criminal prosecution 
or social interventions, highlighting the need for research experimentation to 
compare the relative impact of comprehensive legal reform efforts and single law 
enforcement strategies. Weak enforcement and limited punishment for violations 
may undermine the utility of the protective order. 

The use of electronic devices to monitor compliance with protective orders is 
a recent innovation in a number of communities. These systems include alarm 
systems in victims’ homes, portable panic buttons that victims can activate when 
offenders approach, and bracelets worn by the offender that set off alarms if he 
comes within a specified distance of the victim’s home. Electronic systems have 
the potential to generate a swift response from police in the event of the violation 
of a protective order. Whether or not these systems increase victim safety has not 
yet been determined; however, both technical and operation problems have hin- 
dered the performance of electronic monitoring in home confinement programs 
for other crimes. 



5B-3: Arrest Procedures 

Arrest for domestic violence is perhaps the best-studied intervention for 
family violence. Many evaluations employ experimental designs, random as- 
signment groups, common measures, and replication studies that represent exem- 
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plary methods of evaluation. Table 5B-3 lists eight evaluations of arrest that 
meet the committee’s criteria for inclusion. 

The Minneapolis Domestic Violence Experiment is one of the first and most 
widely cited and influential criminal justice experiments in the area of family 
violence research (Sherman and Berk, 1984a). In that study, street-level police 
officers’ responses to misdemeanor spouse assault were determined by random 
assignment to one of three treatments: (1) arresting the suspect, (2) ordering one 
of the parties out of the residence, and (3) advising the couple. Using victim 
interviews and official records of subsequent police contact, the researchers re- 
ported that the prevalence of subsequent offending — including assault, attempted 
assault, and property damage — was reduced by nearly 50 percent when the sus- 
pect was arrested (Sherman and Berk, 1984a:267). It is important to emphasize 
that only misdemeanor cases were included in the experiment, an eligibility 
criterion that reduces the generalizability of the experiments to felony cases 
involving serious assault or rape. 

The study findings were widely publicized (Sherman and Cohn, 1989). The 
U.S. Attorney General’s Task Force on Family Violence endorsed the study’s 
findings and recommended that state and local agencies adopt a policy toward 
spouse assault (U.S. Attorney General, 1984). Following the attention given to 
this single study’s results, a dramatic change in formal policy consistent with the 
study’s findings was reported by police departments in both large and small U.S. 
cities (Sherman and Cohn, 1989). 

The Minneapolis experiment was a critical event in changing public and 
scholarly perceptions of nonfelony spouse assault from a family problem ame- 
nable to mediation and other informal, nonlegal interventions (Bard and Zacker, 
1971) to a violation of the law requiring a formal criminal justice sanction. 
However, the initial reports of deterrent effects in the Minneapolis experiment 
were tempered by later criticisms of limitations in the design and claims of the 
overreach of its conclusions (Binder and Meeker, 1992). Replications of the 
Minneapolis experiment were conducted in five jurisdictions (see Table 5B-3): 
Omaha, Nebraska (Dunford et al., 1990); Charlotte, North Carolina (Hirschel and 
Hutchison, 1992); Milwaukee, Wisconsin (Sherman et ah, 1992a); Dade County, 
Florida (Pate and Hamilton, 1992); and Colorado Springs, Colorado (Berk et ah, 
1992a). Known collectively as SARP (the Spouse Assault Replication Program), 
these five studies were designed with features that were intentionally similar: 
arrest as the selected treatment intervention; common eligibility criteria (misde- 
meanor cases of domestic violence); the use of victim reports and police reports 
as measures of outcome; and the use of random assignment. Although execution 
of each study varied among the five sites, some of which was necessitated by 
local law, the shared design format and common measures allowed general in- 
sights to be drawn from the five jurisdictions. 

None of the five replication experiments show that arrest per se works in 
general to reduce subsequent violence. The findings on the specific deterrent 
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effect of arrest on the prevalence of reoffending — the central finding of the 
Minneapolis experiment — differ by data source and by site (Gamer et al., 1995; 
Fagan and Browne, 1994). The policy implication of these findings is that arrest 
of all misdemeanor cases will not on average produce a discernible effect on 
recidivism. Although it is important to acknowledge a distribution of effects 
across the five sites, it is not clear whether this distribution is significant. 

Conclusions about the ineffectiveness of deterrence based on the police ex- 
periments may be limited by the weak “dosage” of punishment in the arrest 
group — that is, in most cases arrest was the only sanction imposed. Most offend- 
ers were not prosecuted once arrested. Few were handcuffed, most spent only a 
few hours in custody, and only a few were jailed overnight (Sherman, 1992a). In 
some cases, however, augmentations were included — the Milwaukee group in- 
cluded an arrest-and-hold treatment (regarded as a higher dose than just arrest). 
The Omaha experiment included an “offender-absent” group: arrests were not 
made, but warrants were issued for batterers who had fled the scene prior to the 
arrival of police (Dunford et al., 1990). Felony cases were included in the Omaha 
offender-absent experiment, which had consistent evidence of deterrence. 

The implications of these replication experiments do not imply that arrest is 
unnecessary. Apart from its effect on recidivism, arrest may serve the public’s 
interest that justice be done, or it may serve as a general deterrent for others in the 
community — an impact that was not examined in the SARP studies. Further- 
more, arrest may have an important effect on certain kinds of people. For ex- 
ample, most of the five SARP studies demonstrated a finding of “conditional 
deterrence” — that is, arrest and overnight incarceration awaiting arraignment ap- 
peared to deter batterers with strong informal social control, but not those who 
lack such controls. Tests of this hypothesis with data from four of the replica- 
tions conducted by three independent teams of investigators (Sherman et al., 
1992a; Pate and Hamilton, 1992; Berk et al., 1992b) all concluded that employed 
suspects were deterrable by arrest, whereas unemployed suspects were either less 
deterred or became more violent after randomly assigned arrest. 

The interactions between employment status and arrest are limited by the 
fact that arrest was not randomly assigned to the employed and unemployed 
groups; they are also limited by the use of somewhat different measures of repeat 
offending across sites (Garner et al., 1995). But they were given further support 
by a reanalysis of the Milwaukee experiment that examined the amount of infor- 
mal control in the community (Marciniak, 1994). Suspects randomly assigned to 
arrest in census tracts with low unemployment were deterred by arrest, indepen- 
dent of their individual employment status; suspects in high unemployment areas 
were more violent following arrest than after a warning. 

The conclusion that the deterrent effect of arrest for misdemeanor violence 
depends on the level of informal social control led to recommendations against 
mandatory arrest laws that apply to misdemeanors in concentrated poverty areas 
(Sherman, 1992a), and in favor of community policing policies reached in col- 
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laboration with local leaders. Such a proposal, however, does not address the 
potential general deterrent effects of mandatory arrest policies. 

No rigorous tests of the general deterrent effects of arrest, let alone prosecu- 
tion or sentencing, are available for either misdemeanor or felony domestic vio- 
lence. Low prosecution rates for misdemeanor arrest — as low as 5 percent in 
Milwaukee (Sherman, 1992a) — suggest that major increases in prosecution will 
require a shift in the priorities and resources of local jurisdictions. Whether more 
court-imposed sanctions in combination with arrest could create general or spe- 
cific deterrence of domestic violence remains unknown. Most research in this 
area generally does not examine the effects of different sentences on different 
types of batterers once domestic violence cases are prosecuted. 

Further research on deterrent effects of legal interventions, both general and 
individual, should be a high priority. The Omaha offender-absent experiment, 
which remains unreplicated almost a decade after it was first reported, suggests 
that the use of warrants achieved a deterrent effect for suspects who were absent 
by the time police arrived, even though deterrence was not indicated by arresting 
offenders who were still present at the scene (Dunford et al., 1990). The deterrent 
effects of police intervention were clearer and more consistent across different 
outcome measures in this experiment than in any of the other conditions, indicat- 
ing that the continuing threat of legal sanctions may have a stronger deterrent 
effect than the actual imposition of a sanction through the arrest process. Since 
almost half of all domestic violence suspects leave the scene before police arrive 
(Sherman, 1992b), offender- absent policy deserves far more attention. So does 
the finding that arrest backfires in urban poverty areas, where requests for police 
responses to domestic violence are heavily concentrated. Domestic violence 
policies are a critical part of the larger research agenda for such areas, where 
other kinds of violence are also highly concentrated (Wilson, 1996). 

The difficulty of comparing results across different study designs illustrates 
several major challenges for family violence research evaluations: (1) maintain- 
ing experimental controls in service settings can involve substantial resource 
commitments by both the research team and the service agency; (2) the vast array 
and complexity of potential interventions necessitate careful identification of the 
critical components that warrant experimental analysis; (3) critical components 
often vary between experimental sites (for example, the length and severity of 
confinement practices may differ within and between jurisdictions); (4) certain 
interventions may stimulate different types of follow-up actions (such as the loss 
of a job or parole violation) that can interact with the arrest event; and (5) 
variations in the reporting and analysis procedures of individual studies can result 
in inconsistent reports of program effectiveness (Gamer et al., 1995). 

Attention to identification of critical components in interventions, common 
measures, and consistent program and research definitions in study design will 
improve the ability of the research community to provide more explicit guidance 
to the policy makers and service providers in designing law enforcement inter- 
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ventions for family violence. The selection of outcomes of interest beyond 
recidivism rates can provide insights into other dimensions of behavior or service 
system characteristics that may be directly influenced by arrest policies and 
practices. Other outcomes that merit consideration in future evaluation studies 
are the impact of arrest on interactions between victim and offender, the impacts 
of arrest on others in the household (including children) and in the community, 
and the cost and unintended consequences of arrest policies. The latter category 
includes consideration of improper or unwarranted arrests and the likelihood of 
disproportionate arrests of certain groups of offenders (minority, low-income, 
unemployed). 



5B-4: Court-Mandated Treatment for Domestic Violence Offenders 

Mandating batterers to a treatment program in conjunction with other crimi- 
nal justice sanctions, as a condition of probation or as an alternative to other 
sanctions, is gaining increasing popularity in courts across the country. Treat- 
ment interventions for batterers vary in several respects. They are administered 
by different service sectors, including probation departments, social service agen- 
cies, mental health settings, private agencies, battered women’s shelters, and self- 
help groups. Treatment interventions and settings vary in their underlying 
assumptions about the causes of intimate violence and their operational charac- 
teristics, including the duration, frequency of contacts, skills of the service pro- 
vider, and the objectives of treatment. Many interventions address anger man- 
agement or the relationship of power and control to the use of violence; victim 
safety is often linked to offender’s behavioral changes as central components of 
program development. 

The courts generally do not recognize different types of batterers or make 
efforts to match batterer profiles to specific treatment types (Saunders and Azar, 

1989) , yet there may be considerable need to address these issues (Andrews et al., 

1990) . For example, violence toward intimates may be more intractable to treat- 
ment interventions for men with longer and more serious histories of intimate 
violence, men with criminal histories for stranger violence, and men with histo- 
ries of traumatic exposure to violence as children (Fagan et al., 1984; Hamberger 
and Hastings, 1989). 

There is little experimental or quasi-experimental evidence to evaluate the 
effectiveness of batterer interventions. Edleson and Tolman (1992) reviewed 19 
studies published between 1981 and 1990 and found only one that used an un- 
treated control group. Most studies have no comparison group and, of those that 
do, most rely on comparisons of program completers with noncompleters, a 
selection bias that presents serious obstacles to the assessment of treatment effec- 
tiveness. Two studies now under way will address the shortcomings of the 
research; one includes a randomized trial (Davis and Smith, 1995; Gondolf, 
1995). 
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Table 5B-4 lists eight evaluations of treatment interventions that meet the 
committee’s criteria for inclusion. In only one study were subjects randomly 
assigned to treatment or control conditions, but the sample size was very small 
(Palmer et al., 1992). 

Two of the studies compare program completers to program dropouts 
(Edleson and Grusznski, 1989; Hamberger and Hastings, 1988) and four compare 
treated groups to nontreated groups (Chen et al., 1989; Dutton, 1986; Harrell, 
1992; Palmer et al., 1992). Four of these six studies found significant differences 
in the rates of repeat domestic violence between those who completed treatment 
and those who either dropped out or did not receive treatment (Dutton, 1986; 
Edleson and Grusznski, 1989; Hamberger and Hastings, 1988; Palmer et al., 
1992). In the other two, although there were no significant differences, the trend 
was for a lower rate of repeat domestic violence among treated batterers. Chen et 
al. (1989) also looked at the rate of being charged for any crime. Although they 
did not find a significant difference for domestic violence charges, men who were 
treated had significantly lower rates of being charged for any crime than those 
who were not treated. 

Variations exist in the measurement of recidivism. Of the two studies that 
found no significant differences due to treatment, one relied solely on police data 
and the other solely on interview data; there does not appear to be a clear-cut 
difference between them. However, all the studies cautioned that using only 
offender self-reports was likely to underestimate the amount and severity of 
violence. 

Several studies looked not only at repeat physical violence, but also at verbal 
and emotional abuse after treatment. Two found that verbal and emotional abuse 
continued even though physical violence rates were reduced (Edleson and 
Grusznski, 1989; Hamberger and Hastings, 1988). In contrast, another study 
found no significant difference in the reduction of physical violence between 
batterers in treatment and the control group, but it did find a significant decrease 
in verbal and emotional abuse by the treatment group (Harrell, 1992). 

Because most of the studies did not use a random assignment design, the 
differences in outcome cannot be definitively attributed to the treatment. Al- 
though most of the studies statistically controlled for group differences, there 
may have been unidentified personality, motivational, or other traits that influ- 
enced the rates of repeat domestic violence. 

Four studies dealt specifically with groups who had been mandated to treat- 
ment by the courts. Two found court-mandated treatment to significantly reduce 
recidivism rates, and two found no significant difference between treated and 
nontreated offenders. However, the high dropout rates among those in court- 
mandated treatment were striking. Between 25 and 37 percent of the offenders 
mandated to treatment in these studies either never showed up at all or dropped 
out fairly early in treatment. This rate of attrition is similar to that for batterer 
treatment in general (33 to 50 percent drop out after the first session) (Feazell et 
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al., 1984). Several of the researchers noted that the criminal justice system 
imposed few or no sanctions on those who did not fulfill their treatment obliga- 
tion. This omission of sanctions for noncompleters raises serious questions about 
victim safety, since battered women are more likely to remain with a batterer who 
goes to treatment (Gondolf and Fisher, 1988). Court-mandated treatment may 
give these women a false sense of security. 

Concern about the high attrition rates in these programs has fostered interest 
in examining whether pregroup preparation influences completion rates (Tolman 
and Bhosley, 1989). There was no significant difference in the percentage of men 
who went on to join the treatment group by type of pregroup preparation. Fur- 
thermore, the attrition rates do not appear to be much different from those 
achieved by programs with no preparation sessions. 

As court-mandated treatment for batterers has become more pervasive, a 
number of states have set standards for programs, including length of treatment 
and type of program. Little empirical evidence currently exists to guide this 
standard setting (Edleson and Syers, 1990). The absence of quasi-experimental 
studies that can examine the comparative effects of different therapeutic ap- 
proaches (psychopathology, cognitive-behavioral, and power control) and differ- 
ent types of treatment settings (individual, group, couples) with different types of 
batterers is a striking omission in the family violence research literature. Al- 
though a variety of treatment approaches appear to have positive effects for some 
batterers, dropout rates remain high and court mandates do not appear to facilitate 
completion rates for the typical offender. The absence of sanctions for failure to 
complete treatment is an area that warrants further attention to determine whether 
the positive effects of treatment are enhanced or restricted when penalties exist 
for dropping out. 



5B-5: Criminal Prosecution 

Historically, prosecutors, like the police, have been accused of disinterest in 
family violence cases, failing to file cases presented by the police and discourag- 
ing willing victims from pursuing criminal complaints. With the advent of spe- 
cial prosecution units in the early 1980s, an atmosphere and organizational con- 
text developed in prosecutors’ offices in which spouse assault cases had high 
status. This created incentives for vigorous prosecution of domestic violence 
cases and reduced competition with other high-visibility cases in other units for 
scarce trial and investigative resources (Forst and Hernon, 1985). In addition, 
some prosecutors adopted no-drop policies that avoided the last-minute with- 
drawal of charges by victims, practices that frustrated both police and judges. 
Critics suggested, however, that no-drop policies discouraged some women from 
use of the legal system to end the violence. Furthermore, the costs associated 
with no-drop policies and more aggressive discretionary decisions to bring 
charges remain uncertain. 
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Few studies have documented the effects of prosecution on spouse or partner 
assault. Most studies of prosecution of partner violence have focused on prosecu- 
torial decision making regarding the sorting and selecting of cases for prosecu- 
tion (e.g., Schmidt and Steury, 1989). One study found subgroup differences 
similar to those reported by Sherman et al. (1991) for arrests (Fagan, 1989). Men 
with prior arrest records or lengthy histories of severe violence toward their 
partners were more likely to reoffend if prosecuted, compared with men who 
were not prosecuted. Again, evidence of counterdeterrent effects raises serious 
questions not only about the extent to which legal sanctions could achieve deter- 
rent effects, but also about the interactions of violent men with legal institutions 
that may produce this effect. The consistent absence of research on the effects of 
different sentences makes it difficult to assess the impact of court actions on 
diverse subgroups. 

Table 5B-5 lists the only study on prosecution that meets the committee’s 
criteria for inclusion. In the Indianapolis Domestic Violence Prosecution Experi- 
ment, the most comprehensive study of prosecution, 678 cases were randomly 
assigned to one of three recommended prosecution goals representing the judges’ 
traditional response to these cases: diversion to counseling, probation with coun- 
seling, and other sentencing such as fines, probation, jail time (Ford and Regoli, 
1993). No differences in repeat violence were found for any of the three case 
disposition practices. The only combination of policy and practice affecting new 
violence was permitting victims to drop charges and whether or not they did so. 
Victims who were permitted to drop charges but did not do so were significantly 
less likely to experience revictimization within 6 months after case closure. 

The results of this study suggest small marginal gains in deterrence from the 
use of the threat of prosecution. However, the results are difficult to interpret due 
to the small sample sizes. Furthermore, as in the arrest studies, the most serious 
offenders — those with previous felony convictions or prior convictions of vio- 
lence against the same victim — were not included. The Indianapolis study, how- 
ever, does raise the hypothesis that the threat of prosecution, placed in the hands 
of the victim to use in her efforts to end her partner’s violence, may have deter- 
rent effects (Ford, 1991; Ford and Regoli, 1993). When coupled with informal 
sources of social control, the threat of prosecution may have greater deterrent 
salience compared with the more typical deterrence model, in which threats are 
contingent on the dynamics and processes of legal institutions. 



The creation of specialized courts for spouse and partner assault cases is a 
response to the devaluation of these cases in regular courts. The “stream of 
cases” argument suggests that cases are prioritized for processing and the alloca- 
tion of punishment resources according to their relative severity compared with 
other cases in the same context (Emerson, 1983; Jacob, 1983). In this view, 
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domestic violence cases may be assigned a lower priority for prosecution and 
punishment when placed alongside cases of violence involving strangers. 

In the specialized court, intimate violence does not compete with other vio- 
lence cases. This type of court seeks to reduce the large number of domestic 
violence cases that are dropped from the legal system because of prosecution 
difficulties and the reluctance of many complaining witnesses to testify or pro- 
vide evidence. It also seeks to assign substantive punishment — such as fines, 
supervised probation, and imprisonment — and broaden the range of sanctions 
beyond the narrow band of arrest-only cases. 

There are no evaluations of specialized courts that meet the committee’s 
criteria for inclusion. The use of the experimental protocols in court evaluations 
is rare, often because of the legal and ethical complications as well as problems in 
design and methodology (Fagan, 1990). What follows is based on the descriptive 
literature. 

The Dade County (FL) Domestic Violence Court represents an interdiscipli- 
nary and integrated system-wide approach in which members of the court, led by 
the judiciary, work together as a team toward a shared goal of reducing family 
violence. It is a criminal court with a civil component that can serve as a coordi- 
nated, systemic response to the treatment of domestic violence cases in the courts, 
dealing with misdemeanor cases, civil orders of protection, and violation of civil 
protection orders. The Dade County Domestic Violence Court has been evalu- 
ated using an experimental design; most of the analysis is focused on the role of 
substance abuse in domestic violence and the effect of a treatment approach that 
integrates batterer and substance abuse treatment (Goldkamp, 1996). 



5B-7: Systemic Approaches 

Systemic responses that coordinate criminal justice, social service, and com- 
munity-based programs have been developed in a few jurisdictions, notably 
Duluth, Minnesota; Quincy, Massachusetts; and San Francisco. Although these 
efforts may take many forms, at a minimum they involve efforts to establish 
communication among criminal justice and social service agencies, the establish- 
ment of advocacy services to meet victims’ needs, and policies aimed toward 
more aggressive apprehension and sanctioning of offenders (Worden, 1995). 
Coordinated community approaches frequently emphasize batterer intervention 
programs as the appropriate destination for offenders: the criminal justice 

system’s role is to apprehend, supervise, and punish offenders for failure to 
comply with treatment requirements. 

Although there may be many benefits and impacts of coordinated responses, 
these programs are very difficult to evaluate (see the discussion in Chapter 7). 
Establishing comparison conditions internally or across communities requires 
examining the separate components that contribute to the intensity of social 
control in a community. In this type of analysis, the effects of prosecution or 
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advocacy need to be distinguished from the effects of treatment design or content 
to identify the critical components that contribute to change in individuals and 
law enforcement systems. 

A broader discussion of service integration and community-charge interven- 
tions is included in Chapter 7. In this discussion we review systemic approaches 
that are focused on and administered by law enforcement agencies. 

Table 5B-7 lists two evaluations of coordinated efforts that meet the com- 
mittee’s criteria for inclusion. One study looked primarily at process variables — 
that is, the impact of coordinated efforts on arrest rates, prosecution rates, and 
rates of mandated counseling (Gamache et al., 1988). The study found a statisti- 
cally significant increase in the percentage of calls that resulted in arrest and the 
percentage of arrests that resulted in prosecution following establishment of a 
community intervention project in each of three communities. There was also a 
significant increase in the percentage of men mandated to counseling in each of 
the communities, indicating that coordination among various parts of the criminal 
justice and social service systems may increase criminal justice responses to 
domestic violence. However, as discussed in other sections of this chapter, 
arrest, prosecution, and treatment do not necessarily ensure a reduction in future 
violence. 

The other study examined the impact of public education and joint police/ 
social worker home visits on recidivism and the use of services (Davis and 
Taylor, 1995). Residents of public housing projects in three police districts were 
randomly assigned to receive public education about domestic violence services 
or to a control group. At 6-month follow-up, no significant differences were 
observed in the number or severity of victim-reported incidents of repeat violence 
between the experimental and control groups; however, both of the experimental 
groups were significantly more likely to call the police for the repeat violence 
than were control groups. 

Systemic approaches designed to increase social controls that will lead to 
reductions in domestic violence in a community have yet to be tested rigorously 
in the evaluation literature. Some preliminary but promising evidence suggests 
that these comprehensive approaches increase law enforcement activity in the 
area of arrests and prosecutions, but their long-term effects on community safety, 
recidivism, and deterrence are not yet known. 



5B-8: Training for Criminal Justice Personnel 

Because the criminal justice and legal systems have tended to avoid involve- 
ment in family matters, some interventions have been aimed primarily at mobiliz- 
ing these systems and overcoming their resistance to involvement in domestic 
violence. These efforts include legal reforms that allow (or mandate) warrantless 
arrest (see section 5B-3; Dunford et al., 1990); the training of police, prosecutors, 
and judges (see Chapter 8); and mandatory reporting laws (see section 5B-1). 
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New laws and policies are likely to have little impact on practice unless 
police officers, prosecutors, judges, and other criminal justice personnel are aware 
of them and are trained to implement them. Many jurisdictions have instituted 
some form of training on domestic violence for certain professionals. Training 
frequently includes information on the prevalence of family violence, on the 
dynamics of family violence (such as why women stay with an abusive spouse), 
and on local policies and resources. 

There are no evaluations of the effectiveness of different training programs 
(Worden, 1995). P S 



ELDER ABUSE INTERVENTIONS 

Legal responses to elder abuse have developed more slowly and are narrower 
in scope than responses to other forms of family violence. Laws that provide 
specific penalties for elder abuse and neglect that are separate from laws prohib- 
iting their underlying crimes (such as assault) have only recently been enacted 
(Tatara, 1995). These statutes generally either follow the model of a state’s child 
abuse statute and apply it to the elderly, or simply provide for an enhanced 
penalty if a crime is committed against an elderly person. 

Jurisprudential reforms similar to those developed for spouse assault (e.g., 
warrantless arrests for misdemeanor assaults) and child abuse (e.g., procedures 
for child testimony) have not been forthcoming in the area of elder abuse. More- 
over, there has been no pressure of increased caseloads to generate these reforms, 
and limited advocacy compared with the aggressive lobbying by feminist groups 
on behalf of battered women and child welfare advocates for abused children. 
Similar to the situation with regard to domestic violence cases over two decades 
ago, only the most serious cases are brought to the attention of criminal justice 
agencies, despite the modification of reporting laws to provide notice to law 
enforcement when cases of elder abuse are substantiated by adult protective 
services workers. Elder abuse cases remain the most hidden of all family vio- 
lence, at least in terms of their presence in criminal court dockets. Their presence 
in civil court dockets is also limited to cases involving guardianship or court- 
ordered services in which abuse is alleged. 

The role of the legal system in dealing with elder abuse increased during the 
1980s (Anetzberger, 1995). Following the pattern set by responses to child 
abuse, mandatory reporting laws were passed in some states to bring abused 
elders and their abusers to the attention of appropriate authorities, often adult 
protective services agencies. In addition, some states have passed laws that 
increase the penalties for crimes against the elderly. However, criminal prosecu- 
tion of elder abuse remains rare (Korbin et al., 1991). 

Unlike child abuse, elder abuse often includes financial exploitation, which 
can include outright theft of an elderly person’s property, coerced or involuntary 
transfer of property, and improper use of joint tenancies, powers of attorney, or 
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joint signatories on bank accounts. Some interventions specifically pertain to 
financial abuse and others to all types of elder abuse. 

Five legal interventions for elder abuse are discussed in the sections below: 
(1) reporting requirements, (2) protective orders, (3) education and legal counsel- 
ing, (4) guardians and conservators, and (5) arrest, prosecution, and other litiga- 
tion. The committee found no evaluations of interventions for elder abuse that 
meet its criteria for inclusion. The sections that follow are based on descriptive 
literature. 



5C-1: Reporting Requirements 

Mandatory or voluntary reporting of elder abuse is specified in 42 states and 
the District of Columbia (Wolf, 1996). Studies in this area have examined 
variations in reporting practices and compared the effectiveness of voluntary and 
mandatory reporting systems (Alliance Elder Abuse Project, 1981; Wolf et al., 
1984; U.S. General Accounting Office, 1991b). A study by the General Account- 
ing Office reported the view of supporters of mandatory reporting that legal 
requirements are necessary to encourage reporting practices and to remove im- 
pediments, such as fear of lawsuits, that might deter reports of elder abuse. The 
report also reported the view of proponents of voluntary reporting that legal 
requirements are not necessary because other factors, such as public education, 
prevention efforts, and caregiver relationships, will promote reporting practices. 
The General Accounting Office concluded that reporting laws, whether manda- 
tory or voluntary, are not considered as effective as a high level of public and 
professional awareness in identifying, preventing, and treating elder abuse. 

The states of Illinois and Pennsylvania have adopted voluntary reporting 
practices combined with emphasis on public and professional education (Illinois 
Department on Aging, 1990; Pennsylvania Attorney General’s Task Force, 1988). 
One researcher observed that increasing the knowledge and undertstanding of 
providers of human services for the aging who are at risk of abuse or neglect, 
rather than reporting requirements, would contribute more effectively to the iden- 
tification, treatment, and prevention of elder abuse (Wolf, 1996). 



5C-2: Protective Orders 

Most states have civil processes for separating older persons who are victims 
of physical abuse from abusers other than spouses (Eisenberg, 1991). In cases of 
physical abuse by a spouse, orders of protection are available to elderly victims 
under domestic violence provisions (see section 5B-2). Some states have adapted 
protective orders to also cover cases of financial abuse. For example, Illinois 
amended its Domestic Violence Act to allow prompt intervention in cases involv- 
ing financial abuse of an elderly person in the same manner as physical abuse has 
been dealt with. 
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There have been no studies evaluating the effectiveness of orders of protec- 
tion in ensuring the safety of victims of elder abuse. Findings from the limited 
research on orders of protection in cases of domestic violence are not encourag- 
ing. Victims of elder abuse also face additional difficulties that may make them 
reluctant to seek an order of protection (Eisenberg, 1991). First, if the elderly 
victim is physically dependent on the abuser, removing the abuser from the home 
or ordering no contact with the victim may result in the need for the elderly 
victim to be placed in a long-term care facility. Second, if the victim does not 
own the home, such as when an elderly person resides with a son or daughter, 
questions may arise about whether the elderly victim has a right to stay in that 
home. 



5C-3: Education and Legal Counseling 

Educating older people about their legal rights to privacy, autonomy, control 
of assets, medical and personal decision making, and freedom from abuse is 
thought to be one important means of preventing elder abuse. For competent 
elderly persons, the provision of information about their legal rights and the 
possible consequences of such actions as property transfers and granting powers 
of attorney may be sufficient to prevent financial abuse by a family member or 
caregiver. Anecdotal evidence from a legal clinic in Illinois suggests that legal 
counseling may help the elderly person make informed decisions independent of 
the influence of family members or caregivers who are trying to exploit them 
(Eisenberg, 1991). Legal assistance can also help the elderly person to place 
assets outside the reach of third parties. For example, signatories on bank ac- 
counts can be changed, accounts can be consolidated under the elderly person’s 
name, and existing powers of attorney can be revoked. An attorney may also 
provide referrals to appropriate social services that can provide support to the 
elderly person. 

The situation becomes more complicated if the elderly abused person is not 
competent to make decisions regarding personal care and property and did not 
make previous arrangements through a durable power of attorney or living trust. 
In such cases, a substitute decision maker must be appointed before any informal 
or formal legal remedies can be pursued. 

Although anecdotal evidence suggests that legal counseling and other legal 
remedies may prevent abuse and improve the lot of the elderly victim of financial 
abuse, there have been no rigorous evaluations of these interventions. 



5C-4: Guardians and Conservators 

In order to protect the person or property of an incapacitated elderly person, 
it is common for the court to appoint a substitute decision maker. Although the 
term varies from state to state, guardian often refers to someone authorized to 
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make decisions about personal care, such as housing or health care; conservator 
often refers to someone authorized to make decisions about property. 

Traditionally, the assignment of a guardian for an elderly person was tanta- 
mount to declaring that person incompetent and leaving him or her no right to 
make decisions about personal or property matters. Although there are those for 
whom this level of guardianship is necessary, many elderly persons have difficul- 
ties in handling only specific areas of their lives. Guardianship and conservator- 
ship policies have been criticized for lack of due process provisions, unnecessary 
and inappropriate loss of basic civil liberties, and inadequate standards, regula- 
tion, and oversight of surrogate decision makers (Wilber, 1991). To overcome 
some of these criticisms, states have moved toward the availability of limited 
guardians or conservators with authority to make decisions only on matters be- 
yond the elderly person’s ability to decide. In many states, the elderly person 
retains all rights not specifically removed by the court and given to the guardian 
(Legal Counsel for the Elderly, Inc., 1987). 

It seems logical to assume that the appointment of a guardian or conservator 
is a useful remedy in instances of abuse or neglect of an incompetent elderly 
person. However, there is also the potential for abuse by the guardian or conser- 
vator. There have been no evaluations of the impact on elder abuse of appointing 
guardians or conservators. Nor have there been evaluations comparing the im- 
pact of general guardianship or conservatorship to that of more limited forms of 
surrogate decision-making power. 



Most states do not keep arrest statistics for elder abuse, and very few such 
offenders are prosecuted (Tatara, 1995). There have been no studies of arrest or 
prosecution of elder abuse. Recent training programs have emerged for police, 
prosecutors, and bank employees to enhance their ability to detect and respond 
appropriately to elder abuse and exploitation. 

Litigation to redress financial abuse is often a measure of last resort. An 
abused elderly person may be reluctant to pursue litigation against a family 
member. Courts, lawyers, and litigation can be intimidating and may frighten an 
elderly abused person. Court costs and legal fees can be prohibitively expensive. 
Finally, remedies to undo financial abuse are not straightforward and, in most 
states, must be borrowed from other areas of law that may not be familiar to many 
lawyers and judges (Eisenberg, 1991). In the early 1990s, states began passing 
legislation specifically aimed at remedies for financial abuse of the elderly, which 
may make it easier to successfully bring suit against a perpetrator of financial 
abuse. 



5C-5: Arrest, Prosecution, and Other Litigations 
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CONCLUSIONS 

The most extensive area of study in evaluation of law enforcement interven- 
tions for family violence is the field of domestic violence. The most rigorous 
evaluation studies in this area focus on arrest policies and practices. Although 
arrest remains the most common and most studied form of law enforcement 
intervention in family violence cases (especially in the area of domestic vio- 
lence), it is important to note that few arrests are made for any form of family 
violence given the reported prevalence. Prosecution remains the exception, and 
only a few cases receive substantive punishment. The broad array of existing 
interventions — including the use of mandatory reporting systems, protective or- 
ders, prosecution, specialized procedural and broad-based systemic reforms in 
the juvenile and domestic violence courts — has not received rigorous attention in 
the research literature and the effects are generally unknown. 

Evaluations of legal interventions for family violence generally focus on the 
impact of the intervention on recidivism. Important outcomes in other domains, 
such as victim and community safety, offender health or well-being, level of 
family functioning, and the rights of those charged are generally unexamined. 
Local variations in reporting and law enforcement practices often inhibit the use 
of common measures in cross-site research studies, and rigorous efforts to im- 
pose systematic data collection practices can inhibit collaborative efforts between 
researchers and law enforcement officials. Even in such areas as the evaluation 
of spouse assault arrest policies, in which a number of replication studies have 
been conducted, consistent findings remain elusive because of significant varia- 
tion in study design and outcome measures. The impact of these interventions on 
family violence remains poorly understood. 

Despite these limitations, some tentative conclusions can be drawn from the 
research reviewed in this chapter: 

° State reporting systems constitute an intervention that affects the largest 
number of children and families in the area of family violence. The passage of 
mandatory reporting laws for child and elder abuse has been followed by in- 
creased reports of abuse and neglect. However, mandatory reporting systems 
have not been studied rigorously to determine whether the costs associated with 
administering a large investigative process have improved access to services or 
increased the safety and well-being of children or the elderly and their families. 
The comparative rate of errors in mandatory and voluntary reporting systems, in 
terms of both false positives and false negatives, remains uncertain. 

° None of the five spouse arrest replication experiments reviewed show that 
arrest in the absence of other sanctions works in general to reduce subsequent 
violence by the offender. Some research studies suggest that arrest may be a 
deterrent for employed and married individuals (people who have a stake in 
social conformity) and may lead to an escalation of violence among those who do 
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not, but this hypothesis has not been tested by specifically examining the impact 
of arrest on groups that differ in social and economic status. 

° The continuing threat of legal sanctions may have a stronger deterrent 
effect in the area of domestic violence than the actual imposition of a sanction 
through the arrest process. This finding deserves further attention in future 
research studies and offender-absent policies, since almost half of all domestic 
violence suspects leave the scene before police arrive. The interaction of arrest 
policies with individual and community factors is another intriguing area of 
research that warrants further investigation not only in family violence studies, 
but also in studies of the effectiveness of criminal justice interventions in family 
interactions in different types of neighborhoods. 

° Anecdotal evidence suggests that specialized units and comprehensive 
reforms in police departments, prosecutors’ offices, and specialized courts have 
improved the experiences of abused children and women. Some research sug- 
gests that protective orders may be an effective deterrent of future domestic 
violence when they are combined with the prosecution of violations, suggesting 
that comprehensive legal reforms are needed rather than relying on a single 
strategy. 

0 Court-mandated treatment is becoming increasingly prevalent in the area 
of domestic violence, but the effectiveness of batterer treatment has not been 
examined in rigorous scientific studies. Batterer treatment programs may be 
helpful but require further effort to enforce referrals, to establish penalties for 
failure to comply with program requirements, to develop program components 
that can address the needs of different types of batterers, and to consider the 
unintended results that may be a consequence of the treatment program. 

• The absence of strong theory and common measures to guide the develop- 
ment of family violence treatment regimens, the heterogeneity of offenders (in- 
cluding patterns of offending and readiness to change) who are the subjects of 
protective orders or treatment, and low rates of attendance, completion, and 
enforcement are persistent problems that affect both the evaluation of the batterer 
treatment interventions and efforts to reduce the violence. A few studies suggest 
that court oversight does appear to increase treatment completion rates, which 
may enhance victim safety in the area of domestic violence, but it has not yet led 
to a discernible effect on recidivism rates in general. 

° Evaluations of legal interventions for elder abuse are virtually nonexist- 
ent. Many have been modeled on experiences with child abuse that may not be 
applicable to adults. Building evaluation components into elder abuse interven- 
tions as they are established could greatly improve the knowledge base in this 
area. 
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TABLE 5A-3 Quasi-Experimental Evaluations of Court-Mandated Treatment 
for Child Abuse Offenders 


Intervention 


Citation 


Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 


Court-mandated treatment for child 
abuse offenders. 


Irueste-Montes and 
Montes, 1988 


N(X) = 35/24 
N(O) = 30/18 






3 years 


Court-mandated family treatment program 
emphasizing child management skills. 


Wolfe et al., 1980 


N(X) = 25 
N(O) = 46 



SOURCE: Committee on the Assessment of Family Violence Interventions, National 
Research Council and Institute of Medicine, 1998. 
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Data Collection 


Results 


Behavioral observations of parent-child dyads 


Treated families in both mandatory and 
voluntary participation groups 
significantly increased their use of praise 
and descriptive praise with their children and 
significantly reduced their use of criticism. 
All subjects continued to attend to their 
children’s annoying behaviors. Results of 
this comparison indicate that court-mandated 
treatment does not necessarily render 
abusive and neglectful parents less amenable 
to treatment. 


Completion of treatment 


Court-ordered participants were five times 
more likely to complete treatment than 
voluntary participants. 
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TABLE 5A-4 Quasi-Experimental Evaluations of Treatment for Sexual Abuse 
Offenders 



Intervention 


Citation 


Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 


In-patient, multimodal treatment for incest 
offenders and pedophiliacs consisting of 
group psychotherapy, social skills training, 
anger management, human sexuality 
education, psychodrama, films discussing 
victims, and stress inoculation. 


Lang et al., 1988 


N(incest offenders) 

= 29 

N(pedophiles) = 22 
Minimum of 6 months 
3-year follow-up 


Modification of sexual preference through 


Marshall and 


N(X) = 68 


electrical aversion, masturbatory 
reconditioning, and self-administration 
of smelling salts contingent on sexual 
thoughts about children. 


Barbaree, 1988 


N(O) = 58 

Treatment group 
includes incest 
offenders as well as 
nonfamilial molesters; 
recidivism data 
reported separately 
for incest offenders 



SOURCE: Committee on the Assessment of Family Violence Interventions, National 
Research Council and Institute of Medicine, 1998. 
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Data Collection 


Results 


Phallometric monitoring of sexual arousal 
patterns, recidivism data from law 
enforcement and clinics, psychometric 
assessments of mood states (anger, 
suspicion, anxiety, etc.) 


Incest offenders showed improvement on 16 
of 19 measures and showed more significant 
improvements on 5 measures compared with 
pedophiles. After a 3-year follow-up, two 
(7%) incest offenders and four (18%) 
pedophilic men reoffended according to law 
enforcement reports and community and 
outpatient clinic intake data. 


Sexual preference as measured by 
plethysmography, official recidivism data 


Treated patients had lower recidivism rates 
than untreated patients, although recidivism 
for all patients increased over longer follow- 
up periods. Younger offenders and 
offenders who had engaged in genital-genital 
contact were most likely to reoffend. 
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TABLE 5B-3 Quasi-Experimental Evaluations of Arrest Procedures 



Initial/Final 
Sample Size 

Duration of 
Intervention 



Intervention 


Citation 


Follow-up 


One of four police dispositions: arrest 
coupled with protective order, protective 
order with crisis counseling of offender, 
protective order only; mediation. 


Berk et al., 1992a 


N = 1,658 randomly 
assigned to one of 
four treatments 

Follow-up at 6 months 
after entering study 


One of three police dispositions: mediation, 
separation, or arrest. 


Dunford et al., 1990 


N(mediation) = 91/85 
N(separation) = 89/80 
N(arrest) = 83/77 






Victims interviewed 
6 months 
postintervention 


On-scene warrantless arrest. 


Ford and Regoli, 1993 


N = 188/106 






Victims interviewed 
6 months 
postintervention 


One of three police responses: advising/ 
separation, citation to the offender, arrest. 


Hirschel and 
Hutchinson, 1992 


N = 573 


Arrest or nonarrest. 


Pate and Hamilton, 
1992 


N = 815 



Victims interviewed 
6 months 
postintervention 
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Data Collection 


Results 


Police records and victim interviews 


Results support evidence for a deterrent 
effect of arrest among “good risk” offenders 
who presumably have more to lose from 
being arrested. The balance of evidence is 
more equivocal for a “labeling effect” in 
which arrest increases the likelihood of new 
violence. 


Police records, including court appearances 
and convictions, Conflict Tactics Scales 
completed by husbands and wives 


No differences by disposition were found in 
prevalence or frequency of repeat offending. 



Recidivism rates: characteristics of violent 
incidents (severity, frequency, and length of 
time between the old and new incidents); 
all data gathered from victim interviews, 
official records, police records, complaints 
to court 


Policy alternatives to traditional sentencing 
do not appear more effective in protecting 
victims 6 months following case settlement. 
When defendants are arrested under a 
warrant and their victims are permitted to 
drop charges and choose not to, those 
women are significantly more likely to be 
safe from continuing violence. 


Arrest recidivism, self-report of subsequent 
violence by victim 


Arrest of misdemeanor spouse abusers does 
not appear to be a more effective deterrent 
to repeat abuse than other police responses. 


Interviews with victims conducted 
immediately after the presenting incident 
and again 6 months afterward. 


Overall, formal arrest has no effect on 
occurrence of a subsequent assault. 

Arrest does have a statistically significant 
deterrent effect among employed suspects, 
whereas arrest leads to a significant increase 
in subsequent assaults among unemployed 
suspects. 
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TABLE 5B-3 ( Continued ) 



Intervention 


Citation 


Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 


Mediation or arrest. 


Sherman and Berk, 
1984a 


N = 314/161 

Victims interviewed 
6 months 
postintervention 


One of three police responses: short arrest, 
full arrest, and mediation. 


Sherman et al., 
1992b 


N = 1,200/563 

Victims interviewed 
6 months 
postintervention 


One of three police responses: arrest, 
citation, or no action. 


Steinman 1988, 1990 


N(X) = 49/48 
N(O) = 168/156 

12- to 24-month 
follow-ijp 



SOURCE. Committee on the Assessment of Family Violence and Interventions, National 
Research Council and Institute of Medicine, 1998. 
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Data Collection 


Results 


Police reports of subsequent violence, 
interviews with victims 


Arrested suspects manifested significantly 
less subsequent violence than those who 
were ordered to leave. The victim report 
data show that the arrested subjects 
manifested significantly less subsequent 
violence than those who were advised. 


“Hotline” reports called in to local battered 
women’s shelter by police encountering a 
case of domestic battery, arrests for repeat 
violence, offense reports of repeat violence, 
two interviews conducted with victim 


Results show no evidence of an overall long- 
term deterrent effect of arrest. The initial 
deterrent effects observed for up to 30 days 
disappear. By 1 year later, short arrest 
alone, and short and full arrest combined, 
produce an escalation effect. Arrest has 
different effects on different types of 
offenders. 


Conflict Tactics Scales, victim interviews, 
police and court records of repeat violence 


Compared with no action, arresting and 
citing offenders produced more abuse in 
baseline cases and less when tied to other 
sanctions. Court sanctions coordinated with 
arrest policies did not lower abuse directly, 
but they transformed arrest and, to a smaller 
effect, citations into deterrents. 



198 



VIOLENCE IN FAMILIES 



TABLE 5B-4 Quasi-Experimental Evaluations of Court-Mandated Treatment 
for Domestic Violence Offenders 



Initial/Final 
Sample Size 

Duration of 
Intervention 

Intervention Citation Follow-up 

Court-mandated batterer treatment. Chen et al., 1989 N(court- referred 

abuses) = 120 (12% 
attended no sessions, 
63% attended more 
than three-fourths of 
the sessions) 
N(nonreferred abuses) 
= 101 

8 2-hour sessions 

Court-mandated batterer treatment. Dutton, 1986 N(X) = 50 

N(O) = 50 

3 hours per week for 
16 weeks 

Follow-up ranged 
between 6 months 
and 3 years 
postintervention 

Orientation groups, therapeutic treatment Edleson and Study One 

groups, and follow-up self-help group for Grusznski, 1989 N(program 

batterers. completers) = 32; 

27 of their female 
partners were 
interviewed 
N(noncompleters) = 
31; 30 of their female 
partners were 
interviewed 

Study Three: 
N(program 
completers) =112; 

84 of their female 
partners were 
interviewed 
N(noncompleters) = 
47; 37 of their female 
partners were 
interviewed 
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Data Collection 



Results 



Recidivism reports and a weighted offense 
scale to measure recharging on any offense, 
with violent offenses given more weight 



Police records, including court appearances 
and convictions; Conflict Tactics Scales 
completed by husbands and wives 



Interview with female partners, modified 
Conflict Tactics Scales 



Results indicate that the relationship 
between attendance and recidivism is not 
linear. Clients who attended 75% of the 
treatment sessions or more showed decreased 
recidivism; others showed no impact. 



Program completers had a 4% recidivism 
rate 3 years posttreatment according to 
police records. Conflict Tactics Scales 
scores reported by both treated husbands and 
wives showed significant posttreatment 
decreases from pretreatment levels. Rates of 
verbal aggression also decreased 
posttreatment. 



Approximately two-thirds of the men who 
completed treatment were found to be 
nonviolent 6-10 months postintervention. 
Slightly more than one-half of the men who 
received some treatment but did not 
complete the program were reported as 
nonviolent postintervention. 
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TABLE 5B-4 ( Continued ) 



Intervention 


Citation 


Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 




Edleson and 
Grusznski, 1989 
( continued ) 


Therapy groups met 
2.5 hours twice a 
week for 8 weeks. 
Self-help follow-up 
groups met 2.5 hours 
per week for an 
indefinite period. 






Follow-up interviews 
about 1 year after 
intake. 


Three treatment modalities were explored: 
a self-help model, an education model, 
and a combined model of group work; 
each was offered in 12 and 32 sessions to 
batterers. 


Edleson and Syers, 
1990 


N(X) = 283/70 
12 weeks of one 
2.25-hour session 
per week; or 16 
weeks of two 
2.25-hour sessions 
per week 






6- and 18-month 
follow-up 


Cognitive behavioral skills training program 
for male spouse abusers with three 
components: cognitive restructuring, 
communication/assertiveness, and 
active-coping relaxation. 


Hamberger and 
Hastings, 1988 


N(X) = 71/32 
N(noncompleters) = 36 

3 weeks of 
psychometric 
evaluation and 12 
weeks of 2.5 hours of 
weekly group therapy 





l-year follow-up 
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Data Collection 



Results 



Reports of repeat partner violence, incidence 
and severity, use of threats of violence as 
reported by partner or batterer if partner 
not available 



Physical violence recidivism as reported by 
batterer or partner on Conflict Tactics 
Scales, and official police records of calls 
and arrests 



Two-thirds of the men who completed the 
intervention programs who could be located 
at follow-up were found to be nonviolent. 
Short-term, relatively structured group 
treatment tended to produce the most 
successful results. Men's involvement with 
the courts and lack of prior mental health 
treatment predicted lower levels of violence 
at the 18-month follow-up. 

Results showed significant decreases in 
occurrence of violent behaviors after 
treatment and up to 1-year follow-up in 
subjects (32) completing the intervention. 
Compared with program dropouts (36), 
completers showed a lower rate of physical 
violence recidivism over the 1-year follow- 
up period. There was evidence of continued 
psychological abuse among completers in 
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TABLE 5B-4 {Continued) 



Intervention Citation 



Court-mandated, cognitive-behavioral Harrell, 1992 

batterer treatment offered by three 

organizations: a nonprofit association, a 

church sponsored agency, and a feminist 

organization. 



Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 



N(nonprofit) = 43 
N(church) = 51 
N(feminist) = 13 
25% did not complete 
assigned treatment 
N(0) = 86 

Nonprofit: 12 weekly 
group sessions of 
1 to 1.5 hours 
Church: individual 
intake session 
followed by eight 
group sessions of 
1 to 1.5 hours 
Feminist: minimum 
of 12 weekly group 
sessions of 1.5 hours 
4- to 6-month 
postintervention 
follow-up 



Court-managed batterer treatment in a Palmer et al., 1992 N(X) = 30/17 

psychoeducational, unstructured group. N(O) = 28/15 

10 weekly 1.5 hour 
sessions 



1-year follow-up 

Group preparation for men about to enter Tolman and N(Txl) = 44/16 

batterer treatment group. Bhosley, 1989 N(Tx2) = 68/34 

Txl = maximum of 
four group sessions, 

1 hour each 
Tx2 = intensive 
pre-groupworkshop, 
12 hours over 2 days 



SOURCE: Committee on the Assessment of Family Violence and Interventions, National 
Research Council and Institute of Medicine, 1998. 
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Data Collection 



Results 



Data gathered from victim and offender 
interviews: reports of severe violence, 
physical aggression, threats of violence, 
psychological abuse 



Subject and partner reports and police 
reports of repeated violence against partners, 
Basic Personality Inventory 



Rate of joining the treatment group after 
completing the orientation; rate of attendance 
at batterer treatment group after completing 
the orientation. 



Treatment did not appear to reduce the 
prevalence or incidence of abuse. There 
were no significant differences between 
treated offenders and those not ordered to 
treatment in the cessation of severe 
violence or threats of violence. In both 
groups, 80-85% abstained from severe 
violence during the treatment period. A 
significantly smaller proportion of offenders 
in treatment abstained from physical 
aggression: 57% for treated offenders versus 
88% for nontreated offenders. 



Recidivism rates based on police reports 
were found to be lower for the treatment 
group than for the control group. They were 
also found to be lower for men initially 
exhibiting greater depression. Short, 
unstructured treatment intervention seemed 
to have long-term benefits. 

The intensive workshop format resulted in 
significantly fewer dropouts from the 
ongoing group prior to completion of four 
sessions. The impact of the intensive 
workshop may diminish over time. 




0 9 9 



204 



VIOLENCE IN FAMIUES 



TABLE 5B-5 Quasi-Experimental Evaluations of Criminal Prosecution 



Intervention 


Citation 


Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 


Prosecution options: diversion to 
counseling, probation with counseling, 
other sentencing, drop permitted. 


Ford and Regoli, 1993 


N(diversion) = 112/84 
N(probation) = 1 16/74 
N(other) = 112/83 
N(drop permitted) 

= 112 






Follow-up 6 months 
after settlement of 
case 


SOURCE: Committee on the Assessment of Family Violence Interventions, National 
Research Council and Institute of Medicine, 1998. 


TABLE 5B-7 Quasi-Experimental Evaluations of Systemic Approaches 


Intervention 


Citation 


Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 


Home follow-up visits by social workers 
and police; public education. 


Davis and Taylor, 1995 


N(X) =436/414 

72% of victims were 
interviewed at 6 
months 

postintervention 


Implementation of coordinated police, 
judicial, and social service response. 


Gamache et al., 1988 


Three communities 



SOURCE: Committee on the Assessment of Family Violence Interventions, National 
Research Council and Institute of Medicine, 1998. 
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Data Collection 


Results 


Repeat violence, severity and frequency of 
violence, time to reoffense, data collected 
from victim interviews, offender interviews, 
and police records 


Policy alternatives to traditional sentencing 
do not appear more effective in protecting 
victims 6 months following case settlement. 
When defendants are arrested under a 
warrant and their victims are permitted to 
drop charges and choose not to, those 
women are significantly more likely to 
experience less violence. 




Data Collection 


Results 


Victims 1 self-reports of violence (modification 
of Straus 1 weighing system), police records, 
awareness and use of domestic violence 
services 


Results indicate no effects of home visits or 
public education on the number or severity 
of violent incidents as reported by victims. 
Data did indicate significant increases in 
reports of violence to the police as a 
function of both home visit and public 
education interventions. 


Arrest data, rate of prosecution, number of 
convicted batterers mandated to counseling 


Community intervention projects had 
a significant impact on both police and 
judicial responses to woman battering. 
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Health Care Interventions 



In the last three decades, knowledge about the short- and long-term health 
effects associated with abuse and neglect, combined with the advocacy efforts on 
behalf of victims of family violence, have stimulated health professionals to 
focus attention on its causes, consequences, treatment, and prevention (Alexander, 
1990; Chadwick, 1994). This enhanced interest has been accompanied by an 
increase in the number and variety of health intervention programs (Kolko, 1996a; 
Infante-Rivard et al., 1989). Although individual clinicians may respond to the 
needs of individual patients, clinical settings and public health agencies often do 
not address family violence as a health and social problem {Journal of the Ameri- 
can Medical Association, 1990; Hamberger and Saunders, 1991; Kurz, 1987; 
McLeer et al., 1989). Several professional associations have recommended diag- 
nostic and treatment guidelines for family violence, but health care interventions 
for family violence are generally not incorporated into standard medical care, 
health data reporting systems, or health care reimbursement practices. 

In their direct contact with individual patients, who may include past, present, 
and future victims of family violence, health care providers have daily opportuni- 
ties to screen for, diagnose, treat, and prevent individual cases of child abuse and 
neglect, domestic violence, and elder abuse. Estimates of the impact of family 
violence on the public health and the health care system indicate that family 
violence accounts for 39,000 physician visits each year; 28,700 emergency room 
visits, 21,000 hospitalizations, and 99,800 hospital days Rosenberg and Mercy, 
1991). They can provide important linkages between individual health services, 
social support networks, community resources, and more comprehensive preven- 
tive efforts; in their roles as researchers and advocates, they can integrate their 
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expertise in direct patient care with efforts to expand the range of health and 
social services available to their patients and the general population. Health care 
professionals interact with the legal system and the social service system as 
mandated reporters, forensic examiners, and expert witnesses. 

The health care system consists of two broad sectors: the medical care sector 
is focused oh services for individuals, and the public health sector is concerned 
with community-based efforts to improve the quality of care for special groups, 
including the poor and persons with infectious diseases and chronic or debilitat- 
ing health problems. The interventions described in this chapter are primarily 
medical interventions; they focus on individuals and the treatment of patients for 
injuries or illnesses, including mental illnesses, that may or may not be reported 
as consequences of family violence. The medical model includes interventions 
such as screening, diagnostic and therapeutic services, referrals for specialized 
services, and follow-up care to maintain the patient’s health and prevent the 
recurrence of health disorders. 

Current violence prevention efforts in the medical care system generally 
focus on particular populations defined by gender, age group, or type of violence. 
Some efforts involve system-wide approaches that include interactions between 
health care providers and representatives of community agencies, advocacy 
groups, and the media to address family violence in the general population. 
Prevention efforts have usually targeted individuals rather than the family unit, 
with the exception of services based in family practice and some mental health 
settings. 

In contrast, prevention efforts in the public health system include programs 
and interventions to improve the health of the public or special populations 
within a community. In the last decade, the field has embraced violence as a 
subject within its mandate, and proponents have contributed new tools and per- 
spectives to changing abusive and violent behavior and preventing its injurious 
consequences (Mercy et al., 1993). The formulation of violence as a public 
health issue dates to the 1985 surgeon general’s Workshop on Violence and 
Public Health, convened by Surgeon General C. Everett Koop to encourage health 
professionals to begin to respond to the consequences of interpersonal violence 
(U.S. Department of Health and Human Services, 1986). Modeled on historical 
successes in controlling infectious diseases, the public health approach aims to 
reveal underlying patterns of violence in communities, to identify individuals and 
groups at risk, and to highlight and control the risk factors and behaviors that are 
associated with child abuse, domestic violence, and elder abuse (Rosenberg and 
Fenley, 1992) (Figure 6-1, Table 6-1). 

Oriented toward communities and prevention rather than the treatment of 
individuals and consequences, the public health perspective is not prominent in 
most of the interventions described in this book. The emphasis on proactive 
responses to social problems that have major health consequences has the poten- 
tial to engage the public health system and individual health care providers in a 
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REMEDY 

► 

Community-Level Programs: 

Program evaluation 
Training, education, 
advocacy 



> 

Develop/test hypothesis 
Intervention, evaluation 



►* 

Data Generation: 

Risk factor identification 
Model building for causation 



Defining the problem: 
Definitions and counts 



PROBLEM 

FIGURE 6-1 Public health scientific method and its role in family violence research. 
SOURCE: Mercy et al. (1993). Copyright 1993, The People-to-People Health Founda- 
tion, Inc., Project HOPE, http://www.projhope.org/HA/. Reprinted by permission of 
Health Affairs. 



broad network designed to provide not only health care services but also referrals 
to others who can address the legal and social dimensions of family violence 
before harmful effects have occurred. The public health perspective also pro- 
motes the use of scientific knowledge and quality assurance and performance 
measures to achieve community health goals (see Box 6. A). The committee sees 
real value in a strong commitment to public health approaches to the prevention 
of family violence, although work in this area has a long way to go to establish 
viable prevention strategies and demonstrate evidence of their effectiveness. 

The existing research on health care interventions focuses primarily on the 
incidence and prevalence of abuse in specific populations, the characteristics of 
victims and perpetrators, and the health consequences of victimization. Although 
attention is most often given to the immediate impact of family violence on 
victim use of health services and resources, the health impact of family violence 
can affect different stages of development over the life course, including preg- 
nancy outcomes and fetal development, infancy, early and middle childhood, 
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TABLE 6-1 Public Health Strategies for Preventing Violence and Its 
Consequences 



Strategy 


Description 


Intervention Examples 


Change individual 


Deliver information to 


— Conflict resolution education 


knowledge, skills, or 


individuals to: 


— Social skills training 


attitudes 


— Develop prosocial attitudes 


— Job skills training 




and beliefs 


— Public information and 




— Increase knowledge 


education campaigns 




— Impart social, marketable, 


— Training of health care 




or professional skills 


professionals in identification 




— Deter criminal actions 


and referral of family violence 
victims 

— Parenting education 
— Home visitation programs 
for young, poor, single 
mothers 

— Family therapy 


Change social 


Alter the way people interact 


— Adult mentoring of youth 


environment 


by improving their social or 


— Job creation programs 




economic circumstances 


— Respite day care 
— Battered women’s shelters 
— Economic incentives for 
family stability 


Change physical 


Modify the design, use, or 


— Control of alcohol sales at 


environment 


availability of: 


local events 




— Dangerous commodities 


— Gun laws and restrictions 




— Structures or space 


(e.g., in schools) 


SOURCE: Modified from Mercy et al. (1993). Copyright 1993, The People-to-People Health Foun- 



dation, Inc., Project HOPE, http://www.projhope.org/HA7. Reprinted by permission of Health Af- 
fairs. 



adolescence, adult stages, and the latter stages of life. Family violence has been 
identified as a contributing factor for a broad array of fatal and nonfatal injuries 
and health disorders, including pregnancy and birth complications, sudden infant 
death syndrome, brain trauma, fractures, sexually transmitted diseases, HIV in- 
fection, depression, dissociation, psychosis, and other stress-related physical and 
mental disorders ( Journal of the American Medical Association, 1990). Family 
violence has also been associated with numerous major social problems, includ- 
ing aggressive, violent, self-injurious, and suicidal behavior; teen pregnancy; 
runaway and homeless youth and adults; substance abuse; and delinquency and 
crime (Malinosky-Rummell and Hansen, 1993; National Research Council, 
1993a; Widom, 1989a, b,c). Family violence has been identified as the causal 
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BOX 6. A 

In 1991 , one of the priority areas identified in the Public Health Service report 
Healthy People 2000 is the need for information to guide public health policy at the 
state, local, and national levels and to develop common health goals that can help 
change social norms that may contribute toward a health problem. Among its 300 
goals, Healthy People 2000, in its revised form (U.S. Department of Health and 
Human Services, 1995), includes the following objectives related to family vio- 
lence: 



• Reverse to less than 22.6 per 1 ,000 children the rising incidence of mal- 
treatment of children younger than age 18 (Baseline: 22.6 per 1,000 in 1986). 

• Reduce rape and attempted rape of wornen age 12 and older to no more 
than 108 per 100,000 women (Baseline: 120 per 100,000 in 1986). 

• Reduce physical abuse directed at women by male partners to no more 
than 27 per 1,000 couples (Baseline: 30 per 1,000 couples in 1985). 

• Extend protocols for routinely identifying, treating, and properly referring 
suicide attempters, victims of sexual assault, and victims of spouse, elder, and 
child abuse to at least 90 percent of hospital emergency departments (Baseline 
data unavailable). 

• Extend to at least 45 states implementation of unexplained child death re- 
view systems (Baseline: 33 states in 1991). 

• Increase to at least 30 the number of states in which at least 50 percent of 
children identified as physically or sexually abused receive physical and mental 
evaluation with appropriate follow-up as a means of breaking the intergenerationaJ 
cycle of abuse (Baseline data unavailable). 

• Reduce to less than 10 percent the proportion of battered women and their 
children turned away from emergency housing due to the lack of space (Baseline: 
40 percent in 1987). 

• Increase to at least 50 percent the proportion of elementary and secondary 
schools that teach nonviolent conflict resolution skills, preferably as a part of com- 
prehensive school health education (Baseline data unavailable). 

• Extend coordinated, comprehensive violence prevention programs to at 
least 80 percent of local jurisdictions with populations over 100,000 (Baseline data 
unavailable). 

As with many of the national objectives, however, baseline and follow-up data 
were not available at the national level and data constraints were even more se- 
vere at state and local levels (Stoto, 1992; U.S. Department of Health and Human 
Services, 1995).;; 

An Institute of Medicine report has recently proposed a community health im- 
provement process to integrate various perspectives on the determinants of health 
and performance monitoring and to marshal collective resources in a community to 
improve the health of its members (Institute of Medicine, 1997). The process 
includes 12 recommended prototype indicators, including the prevalence of phys- 
ical abuse of women by male partners; the number of confirmed child abuse cases 
reported to authorities and the percentage receiving child protective services and 
appropriate medical care; and the existence of protocols for health care profes- 
sionals to identify, treat, and properly refer suicide attempts, victims of sexual as- 
sault, and victims of spouse, elder, and child abuse. 



HEALTH CARE INTERVENTIONS 



211 



link in some health and social problems resulting from cases that involve physical 
injuries, withholding medication, complications of forced sex, or inability to use 
barrier protection. Although linkages in many other areas are uncertain and often 
highly individualistic, the presence of family violence as a risk factor in such an 
expansive range of health disorders has created strong interest in identifying 
medical interventions to address family violence. 

Evaluations of family violence treatment and prevention interventions in 
health care settings are not well developed in the research literature. Child 
maltreatment interventions are the most commonly studied services, especially 
mental health services and home visitation programs. Evaluations of health care 
provider training, identification, and screening programs are extremely rare in all 
three areas of family violence. Documentation of histories or reports of family 
violence, for either children and adults, are generally not part of medical practice. 
As a result, the impact of interventions on an individual’s health history or on the 
general health of a community often is unknown. 

As in social service and the legal interventions, progress in evaluating the 
effectiveness of health care interventions is hampered by numerous methodologi- 
cal and design constraints. There are very few quasi-experimental or experimen- 
tal studies; those that exist do not use control groups or other hallmarks of 
rigorous design. Rather, they are essentially individual program descriptions, 
with information about patient demographics and characteristics and caseload 
and process measures. One important exception to this observation is the set of 
studies that have been conducted on home visitation interventions, which are 
usually based in a community public health agency. These studies are some of 
the few evaluations of family violence interventions to use randomized assign- 
ment, rigorous assessment measures for maternal and child well-being, and 
lengthy follow-up periods (15 years in one study). 

This chapter reviews health care interventions and the available evaluations 
of them, first for child maltreatment, then for domestic violence, and finally for 
elder abuse. As discussed in Chapter 1, our decision to treat interventions ac- 
cording to their institutional settings necessitated somewhat arbitrary categoriza- 
tions. The discussion of certain interventions would be equally appropriate in the 
chapters on social services or the legal system, but we have categorized as health 
related all interventions that occur primarily in a health care setting. The chapter 
includes brief descriptions of some interventions of great interest in the field that 
are in the early stages of development but have not been evaluated. 

CHILD MALTREATMENT INTERVENTIONS 

Evidence of child maltreatment appears to health care providers as multiple 
and recurrent injuries, injury histories inconsistent with physical findings, and 
injuries inconsistent with children’s developmental capability to sustain them on 
their own (examples of the latter are a 2-month-old infant with a fractured arm 
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and a prepubertal child with a sexually transmitted disease). Health care provid- 
ers are required under state law to report suspicions of child maltreatment to child 
protective service officials. 

The response of the health care system to child abuse and neglect involves 
identification of maltreatment and referral of victims and perpetrators for associ- 
ated health care, social, and legal services; treatment for the immediate and long- 
term medical and psychological consequences; and the reporting of abuse and 
neglect to the appropriate investigatory authorities in order to initiate protective 
intervention on behalf of the child. Although all children who come to the 
attention of the health care system and who require medical care are treated, 
identification and reporting of maltreatment are inconsistent and are influenced 
by health care providers’ awareness, training, and judgment (see the discussion of 
mandatory reporting in Chapter 5). As a result, some (possibly many) children do 
not receive appropriate services and may not be viewed as at risk for future 
maltreatment. 

Six interventions are reviewed in this section; (1) identification and screen- 
ing, including the use of hospital multidisciplinary teams and the role of health 
care professionals as expert witnesses, (2) mental health services for child vic- 
tims of physical abuse and neglect, (3) mental health services for child victims of 
sexual abuse, (4) mental health services for children who witness domestic vio- 
lence, (5) mental health services for adult survivors of child abuse, and (6) home 
visitation and family support programs. The sections are keyed to the appendix 
tables that appear at the end of the chapter. 



6A-1: Identification and Screening of Child Maltreatment 1 

Organizations for health care professionals have initiated training programs 
designed to increase knowledge for recognizing, diagnosing, documenting, and 
treating child abuse. The range of efforts includes integrating health care profes- 
sionals into interdisciplinary multiagency teams and interventions (American 
Academy of Pediatrics, 1991; American Medical Association, 1992a, b, 1995); 
issuing guidelines for interview techniques, behavior observations, and physical 
examinations; and providing health care providers with information about report- 
ing requirements and community resources for social and legal assistance to 
patients. Physician guides and visual diagnosis kits have been designed to assist 
health professionals in establishing the causes of injuries in both obvious and 
obscure cases of child maltreatment. 

Local community-based programs that unite public health and clinical set- 
tings also serve an educational and awareness-raising role. The Preventing Abuse 
and Neglect Through Dental Awareness (PANDA) Coalition in Missouri, for 
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See also the discussion of mandatory reporting procedures in Chapter 5. 




231 



HEALTH CARE INTERVENTIONS 



213 



example, includes state medical, public health, and social service representatives 
committed to educating dental professionals about how to identify and report 
child abuse and neglect (Missouri Department of Health, 1995). 

Although evaluations have examined the impact of training about child mal- 
treatment on the knowledge and behavior of health care providers, they have not 
examined links between training experiences, provider practices, service refer- 
rals, and patient outcomes. Nor have they examined the possibility that increased 
detection may provide diminishing returns for both child and adult victims if 
additional remedies are not available. As a result, the ability of health care 
providers and institutions to recommend appropriate care for recognized victims 
of family violence, monitor treatment implementation and success, and influence 
eventual health outcomes for children and families has yet to be adequately 
documented. 

Table 6A-1 lists the only evaluation of an identification and screening pro- 
gram that meets the committee’s criteria for inclusion. It compared child health 
and rates of reported maltreatment outcomes for two groups of high-risk mothers 
using a screening device and a comprehensive health services program for one 
group and routine services for the other (Brayden et al., 1993). Although infant 
health improved in the treatment intervention, the comprehensive program did 
not alter the rates of reported abuse for high-risk mothers and was associated with 
an increased number of neglect reports, possibly a result of surveillance bias. 

The authors attribute the failure of this intervention to demonstrate reduced 
rates of maltreatment in part to the possibility that the psychosocial treatment of 
the mothers may not have been intensive enough to offset past adverse environ- 
mental influences, even though the medical aspect of the intervention improved 
infant health. The authors also observe that group discussions for high-risk 
mothers may have been a poor choice, since it may have unintentionally facili- 
tated poor parenting practices. This evaluation suggests that improving health 
care provider knowledge or behavior alone may not be sufficient to influence 
maltreatment outcomes if the availability and efficacy of other intervention ser- 
vices are not considered. 

Hospital Multidisciplinary Teams 

Many health care facilities use multidisciplinary teams to improve identifica- 
tion and case management for victims of child maltreatment identified in hospi- 
tals. These teams are generally composed of hospital administrators, social work- 
ers, physicians, nurses, and mental health professionals who perform several 
roles: providing medical consultation on individual cases; assisting with the 
psychosocial management of the family while in crisis; initiating and coordinat- 
ing outpatient care and follow-up; conducting integrated case reviews with repre- 
sentatives from social services and legal agencies; and educating other health 
care providers. 
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The use of multidisciplinary teams has not been evaluated to assess child 
health outcomes. Several hospitals have now disbanded their teams because of 
lack of resources and smaller populations of pediatric patients. 

The Health Professional as Expert Witness 

In cases of physical or sexual abuse, the medical record that documents the 
history and physical examination of the victim may be the most important piece 
of evidence heard by the court. Physician statements and medical records can 
justify important exceptions to hearsay rules (which vary from state to state), 
thereby allowing the child to speak about the nature of the event, the circum- 
stances, and the identities of the persons involved (see also the discussion of 
improving child witnessing in Chapter 5). The health professional can collect, 
document, and present evidence of abuse; discuss the likelihood of maltreatment 
and possible perpetrators; and if necessary advocate for the child’s safety and 
best interests. 

In theory, the preparation and training of health care professionals regarding 
expert testimony can improve their effectiveness and willingness to appear in 
court on behalf of patients and enhance the use of the victim’ s medical records as 
evidence (Stem, 1997). Such training may also make them better witnesses for 
the defense as well as better prosecution witnesses. No studies have evaluated 
the impact of such training programs, however, and uncertainty exists as to 
whether they improve collaborative efforts between health professionals and the 
law enforcement officials, improve the prosecution of offenders and the protec- 
tion of victims, or alter long-term health outcomes for children. In addition, the 
absence of compensation for the time and diagnostic tests that may be involved in 
preparing such testimony may discourage many health professionals from par- 
ticipating in law enforcement actions. 



6A-2: Mental Health Services for Child Victims of 
Physical Abuse and Neglect 

No consistent set of mental health consequences has been identified for 
children who have been maltreated (Goldson, 1987; Malinosky-Rummell and 
Hansen, 1993; Kolko, 1996a), although they have been reported to be develop- 
mentally delayed, have behavior disorders, and be recognizably different from 
their age peers in ways than cannot be attributed to physical injuries alone 
(Cicchetti and Carlson, 1989; Wolfe, 1987). (Note that victims of child sexual 
abuse are discussed in the next section.) Some children show many symptoms 
immediately; some show symptoms some time after the abuse; and some seem to 
show no visible effects of their experiences at all. Different factors may account 
for this variation in the emotional and mental health impact of maltreatment, 
including the level of parental support, cognitive-attributional perspectives, and 
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the presence or absence of other stressful factors in the child’s environment. 
More research is required to investigate the variability in children’s responses to 
their experiences in order to develop effective intervention programs (Salzinger 
et al., 1993). 

Children who have been maltreated are typically referred to psychotherapy 
or counseling for a range of problems, including hyperactivity, impulsiveness, 
delinquency, aggressive or undisciplined behavior, noncompliance, social with- 
drawal, isolation, anxiety, phobias, and depression. They may receive any one or 
a combination of services (individual/group/family therapy and psychodynamic/ 
cognitive-behavioral/psychoanalytic). 

Table 6A-2 lists five evaluations in this area that meet the committee’s 
criteria for inclusion. Two of the studies involved evaluations of the impact of 
treating social withdrawal in preschool children who had experienced or were 
assessed to be at high risk for physical abuse or neglect (Fantuzzo et al., 1987, 
1988). The interventions were designed to enhance positive peer social interac- 
tions in a community-based day treatment center for maltreated children that 
integrates comprehensive counseling and education services for parents (the Mt. 
Hope Family Center in Rochester, New York, provided the site for each of the 
studies). The evaluations indicated that the treatment group in each study 
achieved developmental gains, enhancement of self-concept, and positive oral 
and motor skills that enhanced the social behavior of the maltreated children. 
Although the studies included a small number of participants (in one case, only 
four children each in the treatment and comparison groups), they are noteworthy 
in their assessment of the impact of the intervention across multiple domains of 
child functioning and their efforts to isolate critical components of the interven- 
tion strategy (for example, experimenting with adult versus peer-initiated social 
interactions). 

Two studies by Kolko (1996a,b) involved a comparison of treatment condi- 
tions for children who had experienced physical abuse. In a comparison of two 
primary treatment conditions (cognitive-behavioral therapy and family therapy), 
both treatments appeared to reduce parental anger and force, but cognitive-be- 
havioral therapy showed a significantly larger reduction than family therapy on 
these measures (Kolko, 1996a). An important observation in this study indicated 
that one-fifth of the cases showed heightened parental force in both the early and 
the late phases of treatment, suggesting a subgroup of families who were less 
responsive to services. 

In a second study, 55 cases of physically abused, school-age children were 
randomly assigned to one of three groups: (1) individual child and parent cogni- 
tive-behavioral therapy, (2) family therapy, or (3) routine community services 
(Kolko, 1996b). Relative to routine community services, both individual cogni- 
tive-behavioral and family therapy were associated with greater reductions in 
child-to-parent violence and children’s externalizing behavior, parental distress 
and risk of abuse, and family conflict and cohesion, although the three conditions 
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reported improvements across time on several of these measures. Although not 
statistically different, abuse recidivism rates in the three intervention conditions 
for children in this study were 10 percent (cognitive-behavioral therapy), 12 
percent (family therapy), and 30 percent (routine community services); the rates 
for the participating adult caretakers were 5 percent (cognitive-behavioral 
therapy), 6 percent (family therapy), and 30 percent (routine community ser- 
vices). No significant differences between cognitive-behavioral and family 
therapy were observed on consumer satisfaction or maltreatment risk ratings at 
termination. 



6A-3: Mental Health Services for Child Victims of Sexual Abuse 

In 1994, McCurdy and Daro estimated that 150,000 sexual abuse cases were 
substantiated by child protective services. Interventions in these cases include 
counseling programs for the child victims, treatment programs for the offenders 
(discussed in Chapter 5), and family therapy programs (often comparable to those 
discussed in section 4A-1 in Chapter 4). Prior studies indicate that between 44 
and 73 percent of children who are reported as victims of sexual abuse receive 
some form of counseling or psychotherapy related to their victimization 
(Finkelhor and Berliner, 1995; Chapman and Smith, 1987; Finkelhor, 1983; Lynn 
et al., 1988). Other studies show that between 20 and 50 percent of victims are 
asymptomatic at the time of disclosure (Kendall-Tackett et al., 1993). Some 
children remain symptom free, others develop problems at a later developmental 
stage (Gomes-Schwartz et al., 1990). Furthermore, for those children who do 
develop symptoms, the effects vary widely (Kendall-Tackett et al., 1993). 

Traditional treatment of sexually abused children includes three service ap- 
proaches: the lay or paraprofessional approach, which utilizes peer counseling 
and support groups; the group approach, which emphasizes group therapy and 
education; and individual counseling, which may be provided by social workers 
or mental health professionals (Keller et al., 1989). Treatment types include 
individual, family, and group interventions and what is offered depends on the 
child’s age, level of functioning, gender, type of victimization, availability of 
resources in a geographic area, and the orientation of the treatment provider 
(Pogge and Stone, 1990;Lanyon, 1986; Keller et al., 1989). Treatment programs 
reflect a variety of intervention goals: to address a child’s response to the abuse, 
to destigmatize the experience, to increase the child’s self-esteem, to prevent the 
onset of short or long-term adverse effects, and to prevent future abuse (Kolko, 
1987; James and Masjleti, 1983; Calhoun and Atkenson, 1991; Beutler et al., 
1994; O’Donohue and Elliott, 1992). 

Outcome measures are typically comparative measures of the victim’s men- 
tal health or externalizing behaviors (sexual play with other children, self-stimu- 
lation) relative to untreated victims. Several behavioral inventories and check- 
lists are available, although other methods, such as observations of the child at 
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home and at school, are also used (e.g., Downing et al., 1988). Interventions may 
not only address effects of past abuse but also teach children skills to avoid 
further abuse. Recognizing that sexual victimization can have profound effects 
on family dynamics and other family members, therapeutic interventions may 
address the nonoffending parent as well as the child victim (Deblinger et al., 
1996; Oates et al., 1994). 

Table 6A-3 lists seven evaluations of interventions in this area that meet the 
committee’s criteria for inclusion. Six of these evaluations examined therapeutic 
interventions. Three studies compared treatment groups with no-treatment con- 
trol groups (Deblinger et al., 1996; Oates et al., 1994; Verleur et al., 1986); the 
others compared competing treatment formats (Berliner and Saunders, 1996; 
Cohen and Mannarino, 1996; Downing et al., 1988). All six showed improve- 
ments in victim mental health following a variety of therapeutic interventions. 
The efficacy of abuse-specific treatment has been demonstrated in three studies 
(Cohen and Mannarino, 1996; Deblinger et al., 1996; Verleur et al., 1986). 

In a seventh study, an experimental group of female adolescent incest vic- 
tims who received sex education therapy in group treatment showed significant 
increase in positive self-esteem and increased knowledge of human sexuality, 
birth control, and venereal disease compared with the control group (Verleur et 
al., 1986). The latter finding is significant because less rigorous studies have 
shown that child sexual abuse victims are likely to be more sexually active than 
other children and therefore may have greater need for such knowledge. 

A review of 29 nonexperimental studies of therapeutic interventions for 
child victims of sexual abuse found only 5 that demonstrated beneficial outcomes 
attributable to the intervention as opposed to the passage of time or some other 
factor outside therapy (Finkelhor and Berliner, 1995). In a similar review of the 
literature, the researchers were unable to assess the effectiveness of any mental 
health interventions for sexually abused children because of the limited numbers 
of studies and methodological problems (O’Donohue and Elliott, 1992). Consis- 
tent benefits of treatment for child victims of sexual abuse have been reported in 
clinical pre-post studies, although no specific type of therapeutic intervention has 
been shown to have significant impact when compared with others in experimen- 
tal studies. 



6A-4: Mental Health Services for Children 
Who Witness Domestic Violence 

Whether or not they are also the victims of abuse themselves, some children 
who witness violence in their home or their community not only are more dis- 
turbed in their interpersonal relationships than other children, but also are at 
significant risk of repeating dysfunctional relationship patterns, which can con- 
tribute to a cyclic pattern of family violence (Bell and Jenkins, 1991 ; Zuckerman 
et al., 1995; Jaffe et al., 1986a, b). Some of these children show psychological or 




236 



218 



VIOLENCE IN FAMIUES 



behavioral reactions to witnessing violence similar to those of children who have 
been abused themselves (Fantuzzo et al., 1991; Hurley and Jaffe, 1990; Kashani 
et al., 1992; Osofsky, 1995a,b). 

In reviewing the literature on the effects of witnessing violence in the home, 
retrospective studies suggest that boys who witness domestic violence are more 
likely to use violence against their own dating partners and wives (Hotaling and 
Sugarman, 1990). Girls who witness domestic violence may also be more violent 
in dating relationships, but such exposure does not appear to be a significant risk 
factor for adult victimization. Many gaps and inadequacies exist in this research 
area, including the absence of longitudinal studies that inhibit understanding of 
the interactions and pathways involved. A recent secondary analysis of a domes- 
tic violence database from the Spouse Assault Replication Program (SARP) (dis- 
cussed in Chapter 5) provides valuable insights in examining the prevalence and 
situational characteristics of children exposed to substantiated cases of adult 
female abuse and additional developmental risk factors (Fantuzzo et al., 1997). 
The authors report that children are often involved in multiple and intricate ways 
in domestic disputes, beyond simply witnessing physical or sexual assaults. A 
sizable number of children in such households are the ones who call for help, are 
identified as a precipitant cause of the dispute that led to violence, or are physi- 
cally abused themselves by the perpetrator. 

Mental health services for children who witness domestic violence are a 
relatively new intervention strategy, but several preventive intervention and treat- 
ment programs have emerged as a secondary prevention strategy — one targeted 
to families who meet certain case criteria (Osofsky, 1997). One such program is 
Boston City Hospital’s Child Witness to Violence Project (Groves et al., 1993; 
Zuckerman et al., 1995; Groves and Zuckerman, 1997). The goals of the inter- 
vention are to increase stability and safety in a child’s environment, to treat 
psychological and developmental problems related to witnessing violence, to 
educate and support parents in managing marital conflict and eliminating vio- 
lence, and to stimulate discussion by families about the role of violence. This 
program has not been evaluated. 

Table 6A-4 lists two evaluations of one type of group treatment program for 
child witnesses that meet the committee’s criteria for inclusion. These evalua- 
tions suggest that interventions for children who witness violence at home have 
beneficial effects, but they offer contradictory evidence as to which variables are 
most likely to be affected. 

Following a 10-week group counseling intervention focused on a number of 
outcomes, interview data indicated significant gain in two areas: the children 
were able to report more safety skills and strategies and had more positive per- 
ceptions of their mothers and fathers (Jaffe et al., 1986b). No differences were 
found on their perception of their responsibility for the violence between their 
parents. 

In contrast, a replication of the same treatment program found no significant 
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differences between treatment and control groups in knowledge of safety and 
support skills (Wagar and Rodway, 1995). Significant improvement was noted in 
the treated children’s attitudes and responses toward anger and sense of responsi- 
bility for parents and violence in the family. The real contribution of these 
interventions for children who witness domestic violence remains unclear; it is 
also uncertain whether such interventions influence the incidence of domestic 
violence between adult partners. 

The evaluation of future interventions of children exposed to violence is 
complicated by the interaction of multiple risk factors, including the violence that 
the child witnesses, the general home atmosphere, violence in the community, 
and violence that involves the child as victim. Since family violence usually 
operates in concert with other pathogenic influences, effective interventions re- 
quire recognition of the broader context of the child’s family and neighborhood 
environments. 

Another issue for research is emerging evidence suggesting that, although 
some children may be profoundly affected by exposure to violence, many do not 
develop marked problems (King et al., 1995). Considerable literature on protec- 
tive factors or resilience examines how many children exposed to extreme cir- 
cumstances manage not only to survive, but also to thrive in the face of such 
adversity (Garmezy, 1985, 1993; Rutter, 1990). In order to develop effective 
prevention and intervention strategies, it is crucial to understand the processes by 
which some individuals remain confident and develop supportive relationships 
despite difficult circumstances. Future study designs, preferably longitudinal, 
should give equal attention to variables that may protect children and be associ- 
ated with more positive outcomes (Osofsky, 1995a). Existing services (such as 
Head Start programs) can provide natural opportunities for collaborative partner- 
ships between family violence researchers and service providers (including child 
care workers, early childhood educators, parents, and community leaders) that 
examine not only the problems that arise in situations in which children are 
exposed to domestic violence but also the family, community, and cultural 
strengths that provide important compensatory mechanisms in addressing the 
impact of such exposure (Fantuzzo et al., 1997). These opportunities can assist 
with the development of tools to address the hard-to-count and the hard-to- 
measure dimensions of family violence, child development, and family function- 
ing, especially in high-risk environments in which young children may be dispro- 
portionately vulnerable to familial stress factors. 



6A-5: Mental Health Services for Adult Survivors of Child Abuse 

A positive correlation has been shown between childhood sexual abuse and 
mental health problems in adult life. The effects of abuse on victims may mani- 
fest themselves at different phases of the life cycle; some victims may not re- 
quire, or may not have access to, mental health services until they reach adult- 
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hood. Therapeutic interventions for adult survivors of child abuse may be deliv- 
ered through individual or group therapy. Few evaluations of either approach 
have been done. Studies of adult victims are rare and are characterized by the 
same methodological problems as research on child victims. 

Table 6A-5 lists the only evaluation in this area that meets the committee’s 
criteria for inclusion. Using a randomized clinical trial design, it tested the 
hypothesis that different kinds of group therapy can recreate the experience of 
family, and in this setting adults can relearn healthy interpersonal skills 
(Alexander et al., 1989, 1991). Group therapy was more effective than a wait-list 
condition in reducing depression and alleviating distress, with differences main- 
tained at the 6-month follow-up. Fearfulness and social adjustment were also 
affected differentially by the two types of group therapy used. 



6A-6: Home Visitation and Family Support Programs 

Home visitation and family support programs, which are usually adminis- 
tered by public health agencies, constitute major preventive interventions that 
show important promise in addressing the problem of child maltreatment. In 
contrast to the parenting practices and family support services discussed in Chap- 
ter 4, home visitation is offered to families at risk of child maltreatment but who 
have not been reported for it; home visitation seeks to influence parenting prac- 
tices during critical transitions in family life. 

Home visitation is a health care strategy to improve child health and devel- 
opment outcomes in families determined to be at risk for poor infant and child 
outcomes, based on risk factors of low birthweight, prematurity, young age of 
mother, primiparity, maternal education, poverty or low socioeconomic status, 
lack of maternal social support, and substance abuse (Brayden et al., 1993; 
Infante-Rivard et al., 1989; Seitz etal., 1985; Bennett, 1987; Brooks-Gunn, 1990; 
National Research Council, 1993a; Institute of Medicine, 1994). In traditional 
practice, home visiting programs generally begin with prenatal care for the mother 
and then extend through the first or second years of her child’s life. Home 
visitors attempt to improve bonding by educating parents about children’s physi- 
cal, cognitive, and social development, by teaching parents more effective 
parenting and child management techniques, and helping them develop access to 
family support services and community resources. Although the primary focus is 
on the mother and her role as the primary caregiver, family functioning, individu- 
alized family and child needs, and the role of community are also considered. 
Although there are few evaluations in this area, it is one of the few interventions 
that have included long-term (15-year) follow-up studies (Olds et al., 1997), 
suggesting that home visitation can provide an important contribution to wide- 
spread strategy for reducing family violence. 

Table 6A-6 lists the nine evaluations in this area that meet the committee’s 
criteria for inclusion, five of which are follow-up studies of one intervention, the 
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Prenatal/Early Infancy Study in Elmira, New York (Olds, 1992; Olds et al., 1986, 
1988, 1994, 1995). These studies reported a significant impact on certain family 
health-related outcomes, including: improved prenatal health behaviors, such as 
improved maternal diet, reduced smoking, and greater social support; increased 
infant birthweight and mother’s length of pregnancy, including a 75 percent 
reduction in preterm delivery (Olds et al., 1988). The study also reported im- 
provements in maternal personal development by stimulating continued efforts at 
school or in the workforce and by postponing the birth of a second child. 

Evaluation indicates that the intervention also affected child health and safety. 
It improved the safety of the home environment, reduced the number of emer- 
gency department visits for child injuries and ingestions, and had some effect on 
reports of abuse and neglect. In the highest-risk group — poor unmarried teenag- 
ers — home visitation reduced the number of subsequent child maltreatment re- 
ports during the first two years of their infant’s life to 4 percent for the treatment 
group compared with 19 percent for the control group. This decrease during the 
first two years of their infant’s life is linked by the researchers to improvement in 
parent’s knowledge, parenting skills, and bonding with infants. 

Four years after the completion of the intervention, however, no difference 
existed between the treatment and control groups in their behavioral and develop- 
mental outcomes or the rates of child abuse and neglect (Olds et al., 1994). This 
finding has been attributed to selection bias in the original sample — home visitors 
and other service personnel who continued to have contact with the mothers in 
the treatment groups may have been more sensitive to and more likely to report 
signs of child maltreatment that would otherwise not come to the attention of 
child protection agencies. A 15-year follow-up study of the long-term effects of 
the original intervention indicated that the prenatal and early childhood home 
visitation program showed positive results, including a reduction in the number 
of subsequent pregnancies, the use of welfare, child abuse and neglect rates, and 
criminal behavior on the part of low-income, unmarried mothers (Olds et al., 1997). 

During the time between the first and second evaluations, the program 
evolved from a high-intensity demonstration and research study into a commu- 
nity services program administered by local governmental offices. During this 
transition, changes occurred in the program definition, target audience, educa- 
tional training of the provider, extent and coordination of services, and caseload 
per home visitor (Institute of Medicine, 1994), which may have diluted the over- 
all impact of the original design of the intervention (U.S. General Accounting 
Office, 1990). 

The Elmira project was replicated in Memphis, Tennessee, in a largely low- 
income African American population (Olds et al., 1995). After two years of 
project implementation, positive outcomes were reported in interim measures 
associated with child maltreatment, but the children were still too young to pro- 
vide any significant data on rates of reports of abuse or neglect. In the Memphis 
study, women reported fewer attitudes associated with child abuse (lack of empa- 
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thy for children, a belief in physical punishment to discipline infants and tod- 
dlers). At 12 and 24 months of the project, the homes of nurse-visited women 
were rated as more conducive to healthy families than those of the control group. 

The Healthy Start program, administered by the Hawaii Department of Ma- 
ternal and Child Health, is a second model of home visitation; it began in 1985 as 
a 3-year demonstration project and became a state program in 1988. The Hawaii 
program offers parent education and support as well as counseling and support in 
gaining access to such community resources as housing, financial assistance, 
medical aid, nutrition, respite care, employment, and transportation. 

Initial data on the effects of the Hawaii Healthy Start program suggest that it 
has a positive impact on reducing child abuse and neglect; two evaluations of the 
program are under way but have not yet been completed. The National Commit- 
tee for Prevention of Child Abuse is conducting a clinical trial with high- and 
low-risk families randomly receiving home visits or no treatment, but the evalu- 
ation study has not yet been published. Outcomes to be monitored include 
parental functioning, child physical and cognitive development, parent-child in- 
teractions, use of formal and informal community supports, and child abuse rates 
as measured using standardized psychometric instruments. This evaluation will 
examine program features such as the use of paraprofessionals as home visitors, 
methods for determining service intensity and duration, and methods for identify- 
ing target populations and delivering the most effective home care. The study 
will provide recommendations to over 25 states that have demonstrated an inter- 
est in replicating the program. A second evaluation of Healthy Start is being 
conducted at Johns Hopkins University but has not yet been published. 

In response to early reports that home visitation may improve family func- 
tioning and child health, some researchers have concluded that the statistical 
evidence is not sufficient to support the efficacy of nurse visitation programs on 
child abuse events or child development and well-being for all children (Infante- 
Rivard et al., 1989). Variations in the levels of service provision and family 
compliance, difficulties in the measurement of abuse, and broader intervening 
psychosocial and socioeconomic factors that affect families make the current 
research difficult to interpret. Reliance on official reports as measures of child 
abuse and neglect may underestimate the true incidence or prevalence of such 
events. Surveillance bias is another methodological problem, since the homes to 
which health professionals have routine access may be more likely to be reported 
for abuse or neglect than homes that are never visited. 

Despite the methodological difficulties and uncertainties about the duration 
of program impact on preventing child maltreatment, home visitation remains 
one of the most promising interventions for prevention of child abuse or neglect; 
there is some indication of its success with families at risk, and it would be useful 
to compare its benefits as a secondary (targeted) or a primary (provided to all) 
strategy. An important consideration is the issue of cost, since the provision of 
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health and social services to a large number of families in their homes over a 
lengthy period can be expensive. 

We describe below a number of projects that have not yet been evaluated. 

Healthy Families America. A new initiative for abuse prevention, called 
Healthy Families America, is based on the Hawaii Healthy Start program. At 
present, it exists as a consultation service to communities that are planning state 
or local home visitation programs. Its goal is to encourage the development of a 
universal system for parent education and support, including home visitation 
services for families who request additional support (Bond, 1995). Although 
Healthy Families America has not yet been evaluated, the program has estab- 
lished a research network to assess the implementation of the intervention. 

Bright Beginnings. In 1995 the state of Colorado initiated the Bright Begin- 
nings program to provide universal, voluntary home visitation by community 
volunteers from birth through age 3 weeks. The intervention is designed to foster 
positive child social and health outcomes, to reduce the incidence of child mal- 
treatment, and to provide prenatal care for every pregnant woman in the state by 
1998. The program has not been evaluated. 

Anticipatory guidance at well-baby visits. Most families do not have access 
to home visitor services. Most new babies and their mothers are seen in the 
health care setting for a prescribed routine of well-care visits, which may provide 
many opportunities to offer the same kinds of prevention strategies as home 
visitation. This strategy has not yet been evaluated, and its comparative strength 
relative to home visitation or other community family support services is not 
known. 



DOMESTIC VIOLENCE INTERVENTIONS 

The consequences of domestic violence may be one of some women’s most 
significant health problems. Entry into the health care system serves as a com- 
mon point of intervention for battered women (Parsons et al., 1995; Common- 
wealth Fund, 1996; American Medical Association, 1992c). Battered women 
seek extensive medical care over the life course; domestic violence is one of the 
most powerful predictors of increased health care utilization (Bergman and 
Brismar, 1991; Koss et al., 1991; Felitti, 1991). Recent studies indicate that 
between 2 and 14 percent of women seeking medical services had experienced 
domestic violence in the past 1-12 months; a quarter of these cases had experi- 
enced severe abuse involving more than four incidents over the last 12 months 
(Abbott et al., 1995; McCauley et al., 1995; Gin et al., 1991). The lifetime 
prevalence of domestic violence reported in one study was over 50 percent; 16.9 
percent of the women seeking health services were still with the partner who had 
abused them (Abbott et al., 1995). 

The physical consequences of domestic violence include acute injuries as 
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well as chronic injury, chronic stress and fear, intimidation, entrapment, and lack 
of control over health care or support systems. These consequences include a 
range of medical, obstetric, gynecological, and mental health problems, including 
chronic or psychogenic pain, chronic irritable bowel, pelvic inflammatory dis- 
ease, chronic headaches, atypical chest pains, abdominal and gastrointestinal 
complaints, gynecologic problems, and sexually transmitted disease (American 
Medical Association, 1992c). The mental health consequences include post- 
traumatic stress disorder, depression, suicide attempts, and nonspecific disorders, 
such as headaches, insomnia, and anxiety (Bergman and Brismar, 1991; Ameri- 
can Medical Association, 1992c). 

Although a broad array of negative health outcomes is associated with do- 
mestic violence, a significant number of women who seek health services as a 
result of violent experience do not identify themselves as victims. Inadequate 
screening and identification of battered victims is thought to be linked to provid- 
ers’ lack of knowledge and awareness of battering as a significant women’s 
health problem; lack of time, privacy, and social services resources; and frustra- 
tion about victims who return to violent partners (Sugg and Inui, 1992; Warshaw, 
1989, 1993; Friedman et al., 1992). 

The current health care response to domestic violence is a blend of medical 
care, public health, and advocacy approaches. The efforts of the domestic vio- 
lence advocacy community, individual clinicians, and a growing number of pro- 
fessional societies have generated standards of care and major initiatives to in- 
crease provider awareness, to establish and distribute clinical guidelines, and to 
offer strategies for improving institutional responses to domestic violence. Many 
professional societies, including the American Medical Association, the Ameri- 
can Nurses Association, the American College of Obstetricians and Gynecolo- 
gists, the Association of American Medical Colleges, the Joint Commission on 
Accreditation of Healthcare Organizations, the American College of Emergency 
Physicians, the American College of Physicians, the American Academy of Fam- 
ily Physicians, and the American College of Nurse-Midwives have generated 
standards of care relevant to domestic violence. Innovative hospital-based advo- 
cacy programs are increasing in number, and medical and nursing programs are 
beginning to integrate family violence materials into their standard curriculum 
(Warshaw, 1996). 

In the sections that follow we review two types of interventions for battered 
women: (1) screening, identification, and medical care responses and (2) mental 
health services. The sections are keyed to the appendix tables that appear at the 
end of the chapter. 
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6B-1: Domestic Violence Screening, Identification, and 
Medical Care Responses 2 

Much of the health care system’s response to domestic violence focuses on 
screening and identification. Despite widespread recognition of domestic vio- 
lence as a public health problem in the 1990s, many clinicians have difficulty 
integrating routine inquiry about domestic violence into their day-to-day prac- 
tice. The reluctance of health professionals to ask questions about domestic 
violence is associated with several factors, including close identification of the 
practitioner with the patient, especially among female clinicians who have per- 
sonal histories of abuse; fear of offending patients; lack of training and knowl- 
edge about appropriate interventions; inability to control the situation or cure the 
problem; lack of time to deal appropriately with abuse; and lack of coverage or 
reimbursement for referral or recommended services (Tilden et al., 1994; Sugg 
and Inui, 1992). Training and institutional reform efforts are now under way to 
address these factors and to develop strategies for social change that can integrate 
public health and advocacy-based principles into traditional medical care to en- 
hance the prevention of domestic violence (Warshaw, 1993, 1996). Integrating 
principles of prevention, safety, empowerment, advocacy, accountability, and 
social change into clinical care practices, however, requires attention to structural 
components of the health care system that inhibit optimal care as well as attention 
to the philosophy and process of clinical training (Warshaw, 1996). The en- 
hancement of domestic violence training programs in health care settings also 
raises issues about the quality and verifiability of the added identifications and 
the points at which such increased case detection provides diminishing returns for 
both victims and health care providers. 

Pregnancy is an important opportunity for abuse assessment and interven- 
tion. Screening for abuse prior to or during pregnancy may be effective in 
identifying patterns of family violence, due to the frequency and pattern of prena- 
tal visits. Screening for domestic violence is usually included in outpatient clinic 
care rather than in private care settings, but the latter are also beginning to 
change. Recent studies have shown that the incidence of abuse during pregnancy 
is equal to or greater than other health complications for which women are 
routinely screened (such as gestational diabetes and preeclampsia), and that abuse 
has the potential for lethality for both mother and fetus (Gazmararian et al., 
1996). Abuse during pregnancy has been linked to low-birthweight outcomes for 
infants (Parker etal., 1994; Bullock et al., 1989; Schei et al., 1991), an increased 
rate of miscarriage (Gielen et al., 1994), and maternal postpartum depression 
(associated with lack of support from a partner). It is not certain if abuse in- 
creases during pregnancy, but studies have indicated that 7.4 to 20 percent of 



2 See also the discussion of mandatory procedures in Chapter 5. 
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women experience abuse in the 12 months prior to their pregnancy (Campbell 
and Parker, 1992; Gazmararian et al., 1996; McFarlane et al., 1992). The timing 
and overlap between wife abuse and child abuse are cause for concern and war- 
rant research (Straus and Gelles, 1990). 

Effective and efficient use of screening in health care settings requires sev- 
eral key factors: awareness among health care professionals of the possibility for 
domestic violence in both general and clinical populations, especially in obstet- 
rics, family practice, primary care, and mental health settings; the existence of 
sensitive and specific screening tools that can integrate questions about domestic 
violence into routine health histories; adequate training to overcome discomfort 
in asking and responding when patients reveal abuse experiences; and resources 
to facilitate referral once victims are identified. 

As in the area of child maltreatment, organizations for health care profes- 
sionals have initiated efforts to assist physicians in identifying and treating bat- 
tered patients. In 1989 the American College of Obstetricians and Gynecologists 
joined Surgeon General Everett Koop to launch a public awareness campaign. In 
1992, the American Medical Association (1992a) published diagnostic and treat- 
ment guidelines for interview techniques, behavior observations, and physical 
examinations. In addition, health care organizations provide information to health 
care providers about state and federal reporting requirements, community re- 
sources to which patients may be referred for social services and legal assistance, 
emergency temporary custody arrangements, guidelines for testimony on abuse 
findings in legal proceedings, and risk management regarding legal liability. 

Also in 1992, the Joint Commission on Accreditation of Healthcare Organi- 
zations required emergency departments and hospital ambulatory care services to 
have written procedures and staff training for the identification and referral of 
victims of violence. For the first time, hospital accreditation was directly linked 
to compliance with standards for the care of patients who were battered by their 
partners. Since then, many state medical societies and public health departments 
have adopted these published standards. 

Table 6B-1 lists four evaluations in this area that meet the committee’s 
criteria for inclusion. These studies assessed the effectiveness of training pro- 
grams and emergency department protocols in identifying battered women. The 
studies use times-series designs to examine outcome data before and after the 
implementation of an intervention. Using rates of identification of abused women 
as the outcome measure, the studies show that appropriate protocols can be 
developed and implemented that are specific to enhancing identification of bat- 
tered women. 

A study done at the emergency department of the Medical College of Penn- 
sylvania, which serves a predominately low-income, inner-city population 
(McLeer and Anwar, 1989), concluded that staff training and protocols increased 
recognition of abused women, although the enhanced identification process was 
not maintained in the absence of institutionalized policies and procedures for 
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diagnosing and treating victims of domestic violence (McLeer et al., 1989). Us- 
ing the same study design and outcome measure to evaluate an identification 
protocol implemented among nursing staff at a university hospital in the North- 
west, a second study concluded that enhancing the knowledge and interview 
skills of nurses can increase the identification of battered women (Tilden and 
Shepard, 1987). 

Another study used a prospective design for screening domestic violence 
victims in the emergency room setting (Olson et al., 1996). They screened all 
women ages 15-70 who came to a Level I trauma center using a chart modifica- 
tion method, adding the question, “Is the patient a victim of domestic violence?” 
to the emergency department record. Two percent of women were identified as 
victims of domestic violence at baseline; 3.4 percent were identified during the 
chart modification month; and 3.6 percent were identified when an educational 
component involving training about the causes and impacts of domestic violence 
was added to the chart modification. The relative rate for identifying victims of 
domestic violence was 1.8 times higher when the question was asked than during 
the control month; the educational component did not appear to enhance identifi- 
cation. 

These identification studies must be considered cautiously, since time-series 
study designs have well-known limitations, including the inability to control all 
variables that could influence the outcome (Campbell and Stanley, 1966). The 
limitation that is most significant to emergency department research is the fre- 
quent turnover in staff, which alters the proportion of staff who have undergone 
training during the study period. Changes in the socioeconomic and cultural 
environments used in these studies did not appear to alter or seem likely to 
influence the findings, according to the authors. However, the Olson study also 
highlights the importance of recognizing the limits of training and screening 
questions as isolated interventions. These approaches may have greater impact if 
they are part of a comprehensive approach designed to address domestic violence 
that provides ongoing reinforcement and changes in institutional cultures that can 
improve the quality of health care for victims of abuse. 

Although they have not been completed, evaluations are currently under way 
for a number of other programs designed to enhance health provider responses to 
domestic violence. The Health Resource Center, administered by the Family 
Violence Prevention Fund in San Francisco, has developed a manual and a train- 
ing model for teams of health care providers and advocates to improve hospital, 
clinic, and community responses to domestic violence. This model evolved from 
a growing recognition that traditional training was not sufficient to change indi- 
vidual provider behavior or to generate the kinds of system changes necessary to 
respond appropriately to victims of domestic violence. In 1994, a 3-year evalua- 
tion of it was undertaken by the Johns Hopkins School of Nursing in collabora- 
tion with the Trauma Foundation/San Francisco Injury Center and the University 
of Pittsburgh’s Center for Injury Research and Control. A randomized trial will 
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evaluate the program’s impact on staff attitudes, infrastructure changes and re- 
sponses to victims needs, effectiveness of screening instruments, and patient 
satisfaction. The evaluation component of the training program, funded by the 
Centers for Disease Control and Prevention, involves 12 hospitals in Pennsylva- 
nia and California. 

Another evaluation study under way and funded by the Centers for Disease 
Control and Prevention compares three hospitals in which the WomanKind pro- 
gram is already in place with three control hospitals in the Minneapolis area. 
WomanKind is a hospital-based program combining education and training with 
a network system for health professionals, social workers, and advocates in- 
volved in caring for domestic violence patients. The study will measure changes 
in knowledge, attitudes, and skills among health care providers and advocates; 
frequency of diagnosis and referral; patient satisfaction with services; number of 
repeat contacts with the program; and utilization of community services. 

The Agency for Health Care Policy and Research has funded a 3-year study 
that is designed to help primary care providers in a managed care setting identify 
and treat victims of domestic violence. Health care providers will be educated 
about both acute and chronic presentations and consequences of domestic vio- 
lence, and protocols for enhanced case management techniques will be initiated. 
Program effects on detecting battering and on preventing recurrences will be 
assessed, along with a critical analysis of program costs (Agency for Health Care 
Policy and Research, 1996). A unique aspect of this study is its ability to follow 
a specific patient population over an extended period of time. 

Staff training programs and protocols, by themselves, do not ensure that 
patients will receive the services they need. Regardless of the training of medical 
staff, ensuring victim access to services depends on availability and accessibility 
of local resources, insurance coverage and financial strategies for reimbursement 
of medical services, and assurances of confidentiality and safety. Establishing an 
appropriate therapeutic plan depends not only on characteristics of providers but 
also on an institutional culture and community resources that support services for 
female victims by addressing such structural barriers as cost, reimbursement, and 
accessibility (Flitcraft, 1993; Warshaw, 1993). 

For yet another set of interventions in this area, no evaluations are either 
scheduled or completed. They are, however, of interest to the field and are 
described briefly below. 

St. Luke’ s-Roosevelt Hospital. St. Luke’s-Roosevelt Hospital in New York 
City is developing a comprehensive intervention to obtain a statistical assessment 
of domestic violence related to medical visits; to provide victim advocates for 
emergency department patients; to provide referrals for counseling; and to foster 
cooperation among the law enforcement, criminal justice, and health care sys- 
tems. This intervention has initiated universal screening of all women over 17 
years of age in two emergency department facilities, using a structured protocol 
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and form to document domestic violence. Project outcomes have not been tested 
in the medical, social service, or legal settings. 

AWAKE. The Advocacy for Women and Kids in Emergencies (AWAKE) 
program at Children’s Hospital in Boston screens mothers of abused children for 
domestic violence in order to improve the welfare of the mothers and prevent 
future incidents of child abuse (Robertson, 1995). The program offers immediate 
risk assessment and safety planning, counseling services, support groups, and an 
educational program; it provides access to housing as well as legal and medical 
providers. AWAKE attempts, whenever possible, to keep mothers and children 
together and maintain the family. Multigenerational programs like this are good 
examples of how coordination of care and interagency cooperation can maximize 
resources available for patient care. They need to be evaluated to understand 
what components of these teams are most effective for securing services for 
abuse victims and improving health outcomes for both adult and child victims. 

6B-2: Mental Health Services for Domestic Violence Victims 3 

Mental health consequences of domestic violence are significant and prompt 
women to seek services as frequently as do physical problems. In controlled 
studies, battered women are consistently found to be more depressed than other 
women on various instruments (Bland and Orn, 1986; Jaffe et al., 1986a). In 
other studies, depression was the strongest indicator of domestic violence among 
women seeking medical care at a family practice medical center (Saunders et al., 
1993); a significantly higher prevalence of major depression existed among bat- 
tered women than in the larger population under study (Gleason, 1993). Signifi- 
cant predictors of depression in battered women include the frequency and sever- 
ity of abuse, other life stressors, and their ability to care for themselves; these 
were stronger than prior history of mental illness or demographic, cultural, and 
childhood characteristics (Campbell et al., 1997; Cascardi and O’Leary, 1992). 

In mental health care settings, post-traumatic stress syndrome is widely rec- 
ognized as a frequent consequence of violent victimization (Koss et al., 1994). 
Higher rates have been documented among battered women in shelters than in 
other groups of women (Gleason, 1993; Woods and Campbell, 1993). Many of 
the symptoms that emerge following domestic violence are included among the 
criteria for a diagnosis of post-traumatic stress syndrome: reexperiencing the 
traumatic event (nightmares and flashbacks), avoidance and numbing (avoidance 
of thoughts and reminders of the trauma), and increased arousal (problems in 
sleeping and concentrating, exaggerated startle reactions) (American Psychiatric 
Association, 1994). There is a strong possibility that post-traumatic stress syn- 



3 Mental health services programs for batterers are discussed in Chapter 5, since most clients are 
referred to these treatment programs by legal authorities following an arrest. 
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drome is underdiagnosed by primary care providers, who tend to focus only on 
the obvious symptoms of sleep disorder and stress reactions. 

Surprisingly few studies have investigated substance abuse among battered 
women. Two studies of medical emergency departments, neither of which was 
controlled, show an association between alcoholism and being assaulted by a 
partner (Stark and Flitcraft, 1988; Bergman and Brismar, 1991). 

Other studies have found an association between abuse and illicit drug use 
(Plichta, 1996) and increased alcohol problems (Jaffe et al., 1986a; Miller et al., 
1989). Studies of abuse during pregnancy have also reported an association with 
substance abuse (Amaro et al., 1990; Campbell and Parker, 1992; Parker et al., 
1994). A key question that has not been well studied is the extent of mental 
health symptoms, including substance abuse, that may have existed prior to the 
family violence compared with problems that develop as a consequence of the 
violence. 

Table 6B-2 lists four evaluations of mental health services for domestic 
violence that meet the committee’s criteria for inclusion (see also the discussion 
of evaluations of advocacy services for battered women in section 4B-3, which 
include mental health measures in their assessments of the intervention). Bergman 
and Brismar (1991) studied whether a screening and supportive counseling inter- 
vention would decrease battered women’s use of hospital services for somatic or 
psychiatric care. Several limitations, such as sampling bias, inadequate proxy or 
indicator measures, inadequate power to detect effect, and lack of information 
regarding other potentially confounding factors, make it difficult to draw conclu- 
sions. 

Cox and Stoltenberg (1991) report significant improvement from pre- to 
post-test in assertiveness and self-esteem for a group of 9 women in a battered 
women’s shelter who volunteered to participate in a group counseling program. 
The program had been developed to improve the skills needed to end violent 
relationships, but it did not report how many women returned to their abusers 
when they left the shelter. 

Since a high percentage of women seen in mental health settings are uniden- 
tified battered women, the effects of different types of treatment formats (indi- 
vidual, group, couples) and protocols deserve rigorous evaluation to examine 
their impact on women who have experienced domestic violence (see also the 
discussion of peer support groups for battered women in Chapter 4). 

The merits and advisability of couples counseling, a common form of family 
therapy for domestic violence offenders and victims, have received significant 
attention and debate (Walker, 1994; O’Leary et al., 1994). Many victim advo- 
cates believe that couples counseling programs fail to address issues of power, 
control, and violence used by the batterer and issues of safety, empowerment, and 
increased options for the victim. Although couples counseling treatment pro- 
grams may be effective in some situations (when violence is stimulated by alco- 
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hol, for example, or when it occurs at a low level), there is need for caution so that 
the danger to women is not increased by the therapy. 

Harris et al. (1988) report as the most important result of their study that 
offender-victim couples are more likely to complete a group treatment program 
than a couples counseling program. In treatment groups, participants in the 
couples counseling format were four times more likely to drop out than those in 
the group program. All participants showed positive changes in psychological 
well-being, regardless of treatment group. The goal of ending violence in the 
relationship was achieved for 23 of 28 women who could be located for follow- 
up interviews, but this figure (82 percent) is suspect since the women who dropped 
out of treatment could not be located and may have dropped out because of an 
increase in violence. No difference was noted for level of violence between 
treatment groups. The evidence about the advisability of couples counseling as a 
whole is inconclusive. 

In the past, research on victims of domestic violence has focused on identify- 
ing victims and the psychological consequences of battering. Efforts are now 
under way to shift the focus from clinical treatment to a broader set of health and 
safety goals designed to reduce the impact of violence and ultimately prevent its 
occurrence. Tensions between clinicians and victim advocates have been fos- 
tered, in part, by the lack of an integrated framework that could address both the 
social and psychological needs of battered women. Careful attention to project 
design will encourage scientific evaluation of different treatment models to as- 
sess their outcomes and relative effectiveness while ensuring appropriate deliv- 
ery of needed services. 

ELDER ABUSE INTERVENTIONS 

Very few programs offer interventions for elder abuse in health care settings; 
most that do adapt models used to prevent child abuse and neglect and domestic 
violence. Research in this field is in an early stage of development, and observers 
have noted that, as long as elder abuse is seen as tangential to geriatrics and 
gerontology, research on elder abuse interventions will remain undeveloped (U.S. 
House Select Committee on Aging, 1981). No rigorous evaluations of such 
programs have been published. 

As noted in the discussions of child maltreatment and domestic violence, 
provider awareness of family violence and mandated reporting requirements do 
not necessarily translate into effective treatment and prevention services. Ehrlich 
and Anetzberger (1991) found that, although state departments of health were 
aware of elder abuse reporting laws, very few had implemented abuse identifica- 
tion and reporting practices. Particular problems arise in the field of elder abuse 
because the victims have the right to self-determination unless there is reason to 
doubt their competence to make decisions concerning their own welfare. In 
extreme circumstances, a hospital can authorize a protective service admission if 



250 



232 



VIOLENCE IN FAMILIES 



it decides that the elderly person, upon discharge, would not be safe back in his or 
her home setting; this option, although viable, can be difficult to achieve when 
hospitals seek to reduce economic costs or do not regard patient safety as part of 
their concern. Another option is to keep the elderly person in an emergency unit 
overnight until an intervention can be put in place in collaboration with social 
service or law enforcement officials, so that she or he can go home to a safe 
environment (Carr et al., 1986; Fulmer et al., 1992). 

In this section we review three interventions for abused elders: (1) identifi- 
cation and screening programs, (2) hospital multidisciplinary teams, and (3) hos- 
pital-based support groups. There are no evaluations in this area that meet the 
committee’s criteria for inclusion; the sections that follow are based on descrip- 
tive literature. 



6C-1: Identification and Screening 

Guidelines for the detection and treatment of suspected elder abuse have 
been published by the American Medical Association (1992d). Although 42 
states now have reporting requirements for elder abuse, few hospitals have estab- 
lished adult protective teams. 

In Seattle, Harborview Medical Center has developed an elder abuse detec- 
tion and referral protocol for all geriatric disciplines (Tomita, 1982). The proto- 
col includes medical history, presentation of signs and symptoms, functional 
assessment, physical exam, caregiver interview, collateral contacts, and case 
plans. Program services include client or caregiver service intervention, staff 
training, referrals to community services, and case follow-up (Quinn and Tomita 
1986). 



6C-2: Hospital Multidisci plinary Teams 

Hospital multidisciplinary teams are also used in elder abuse cases. The San 
Francisco Consortium for Elder Abuse Prevention, for example, consists of rep- 
resentatives from a variety of professions and settings, including case manage- 
ment, family counseling, mental health, geriatric medicine, civil law, law en- 
forcement, financial management, and adult protective services. The team meets 
monthly to review and assess multiproblem, multiagency cases of elder abuse 
(Wolf and Pillemer, 1994). 

Regulations for protective services in Illinois require that any protective 
services program serving an area that includes 7,500 or more people age 60 and 
older have a multidisciplinary team that represents protective services, medical 
care, law enforcement, mental health, financial planning, and religious institu- 
tions. Special training programs regarding elder abuse are also available in many 
communities for those who must respond to the needs of the elderly as health 
professionals, social service personnel, or caregivers. 
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6C-3: Hospital-Based Support Groups 

Following the model of existing hospital-based support groups for families 
affected by diseases of the aged such as Alzheimer’s, for the caregivers of elderly 
relatives, and for abused elders themselves (Wolf and Pillemer, 1994), support 
groups are intended to provide information and social support to minimize frus- 
trations and tensions that may lead to abusive or neglectful behavior. Although 
descriptive data are available for many support group efforts, they often lack 
standards or outcomes against which to measure their effectiveness, and they do 
not assess the effects on the community. 

The integration of elder abuse health interventions into the broad network of 
support services for the elderly sponsored by the Older Americans Act and the 
federal Administration on Aging represents a promising approach that deserves 
further consideration in the treatment and prevention of elder abuse. An inte- 
grated approach allows health professionals to become part of a community effort 
focused on early recognition and responses that can be sustained in the absence of 
a crisis. Yet such initiatives, whether specific to elder abuse or to generally 
improve the lives of older people, are notable for their lack of measured effective- 
ness. 



CONCLUSIONS 

Three key areas have received significant research attention in the develop- 
ment of health care interventions for family violence: (1) identification and 

screening practices for all forms of family violence, (2) mental health services for 
victims of child maltreatment and domestic violence as well as children who 
witness domestic violence in their homes, and (3) home visitation services for 
families at risk of child maltreatment. Although the research base in the first two 
of these three areas is still in an early stage of development, some significant 
observations are clear: 

• Efforts to encourage health care providers to ask their patients routine 
questions about the source and nature of their injuries and to inquire about expe- 
riences with abuse are only a first step in addressing in health settings the broader 
dimensions of family violence. Chart modification practices and training to raise 
provider awareness of the characteristics and consequences of child maltreat- 
ment, domestic violence, and elder abuse appear to be successful strategies for 
improving the rate of identification of current and potential victims of family 
violence. However, isolated interventions in these areas do not guarantee that 
health or mental health services will be available for identified victims or offend- 
ers, or that they will be referred or will receive treatment and services. 

• Advocacy efforts focused on safety and enhanced options for the protec- 
tion of women and children have stimulated numerous reforms in health care 
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services in addressing family violence. These efforts are now encouraging com- 
prehensive approaches in health care system reforms that seek to integrate aware- 
ness of and familiarity with family violence by health professionals, the develop- 
ment of sensitive and specific screening tools that can be used in routine inquiries, 
and resources to facilitate client referral once victims are identified. What re- 
mains uncertain is the extent to which these approaches will affect the documen- 
tation of incidents and histories of experience with family violence in individual 
and group health records, and the impact of such documentation on health care 
provider referral and reimbursement practices. 

Whereas the efforts of social service and law enforcement agencies may be 
of primary importance in investigating and intervening in violent home situations 
involving child maltreatment and elder abuse, in cases of domestic violence and 
child maltreatment involving adolescents, health care providers can help increase 
options for victims as well as hold batterers accountable for their actions. Explor- 
atory programs are examining whether health care providers can work with social 
service, legal, and community organizations to provide direct services to victims 
as well as perpetrators and also join community efforts to change conditions that 
foster family violence. The evaluation of this diverse range of efforts will require 
creative approaches that focus on institutional processes, economic costs and 
benefits, and professional behavior as well as individual case characteristics and 
health outcomes. 

• Evaluations of different forms of mental health service interventions for 
maltreated children suggest that individual cognitive behavior therapy and family 
therapy offer comparative advantages, relative to routine community services, in 
addressing the impact of family violence on child outcomes, especially in self- 
esteem and the management of stress. A few small studies of therapeutic inter- 
ventions designed to improve the social interactions of maltreated children with 
their peers have shown promise in reducing the withdrawn and other isolating 
behaviors that often characterize young children who have experienced abuse and 
neglect. In the area of child sexual abuse, consistent benefits of mental health 
services for victims have been reported. Although no specific type of therapeutic 
intervention has been shown to have significant impact when compared to others 
in experimental studies, abuse-specific treatments have been found more effec- 
tive than nonspecific therapies in achieving positive changes on measures of 
traumatic effects and on self-esteem, anxiety and depression, and externalizing 
behavior. 

• Interventions for children who witness domestic violence in their homes 
represent an important area of study that is just beginning to emerge in the 
research literature. Valuable partnership opportunities for researchers and ser- 
vice providers who are in regular contact with young children can assist with the 
development of tools to address the hard-to-count and the hard-to-measure risk 
and protective factors that may exist in communities where young children may 
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experience multiple stresses in their families and neighborhoods; these may re- 
quire greater emphasis on secondary prevention strategies. 

• For women who have experienced domestic violence, the different types 
of treatment formats in mental health service interventions have not yet received 
sufficient research attention to make it possible to endorse a particular type of 
treatment. Careful scientific evaluation of different treatment models is needed 
to assess their outcomes and relative effectiveness with specific types of treat- 
ment groups. 

• Home visitation represents one of the most carefully evaluated and prom- 
ising opportunities for the prevention of child maltreatment. The documented 
benefits of early home visitation programs has stimulated the development of an 
array of models that reflect different service goals and vary in terms of their 
services, personnel, resources, length, and intensity. Rigorous evaluations of 
different models of home visitation services will be required to identify particular 
domains of parent and child behaviors that can be influenced through health and 
support services as well as critical components in client-practitioner and family 
interactions that foster effective collaborative relationships. 

The public health sector, both in its proactive approach to addressing com- 
munity health issues and its responsibility to ensure that at-risk populations re- 
ceive essential health services, has sought to place violence prevention in the 
mainstream of public health (Foege, 1986). Yet making family violence preven- 
tion a priority in public health will require a delicate negotiation of difficult 
ethical and legal issues in an often volatile political environment. Strategies are 
needed to effect a balance between risk and protection factors in developing case 
detection and social support approaches and in establishing safeguards to protect 
the rights of privacy and confidentiality of individuals and families. 

The implications for family violence interventions created by the restructur- 
ing of health care services in this country need far greater attention. Cost- 
containment models may impose new limits on the abilities of health care provid- 
ers to ask about their client’s experience with violence, to provide counseling 
services, to become a point of consistent interaction with their patients, and to 
engage in nonreimbursable collaborative ventures designed to improve the qual- 
ity of care for the community. Managed care models may also encourage preven- 
tion efforts, however, especially if patient populations can be followed over 
extended periods and specific interventions are shown to reduce the total cost of 
health care services. 

Most important in improving and expanding health care responses to family 
violence is resolving the question of whether the role of health interventions 
should be limited to reactive treatment of immediate injuries and crisis interven- 
tion or extended to include collaboration in developing community health promo- 
tion, improved treatment, and the prevention of violence. As professional orga- 
nizations expand their role in alerting health care professionals about symptoms, 




ERiC 



236 



VIOLENCE IN FAMILIES 



consequences, and interventions for victims of child maltreatment, domestic vio- 
lence, and elder abuse, they will need to educate their constituencies about alter- 
native settings in which victims gain access to recommended services. Health 
care providers will also need to develop collaborative efforts with other private 
and public agencies to increase the availability of recommended services and to 
determine the appropriate balance between primary and secondary preventive 
interventions. 
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TABLE 6A-1 Quasi-Experimental Evaluations of Identification and Screening 
of Child Maltreatment 



Intervention 


Citation 


Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 


Identification protocol for high-risk 


Brayden et al.. 


N(X) = 141 


expectant mothers followed by 


1993 


N(high-risk comparison 


psychosocial support, education about 




group) = 122 


self-care and healthy pregnancy behaviors. 




N(low-risk comparison 


biweekly support group offered to 
primiparous women of low socioeconomic 
status in Nashville, Tennessee. 




group) = 264 



SOURCE: Committee on the Assessment of Family Violence Interventions, National 
Research Council and Institute of Medicine, 1998. 
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Data Collection 


Results 


Official, substantiated reports of child abuse 
and neglect 


Physical abuse was found for 5.1% of the 
study population; neglect was substantiated 
for 5.9%. Prediction efforts were effective 
in identifying risk of physical abuse but not 
of neglect. Comprehensive health services 
did not alter the reported abuse rate for 
high-risk parents and was associated with an 
increased number of neglect reports. 
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TABLE 6A-2 Quasi-Experimental Evaluations of Mental Health Services for 
Child Victims of Physical Abuse and Neglect 



Intervention 


Citation 


Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 


Nine months of therapeutic day 
treatment program for physically abused 
and neglected children aged 3*9-5. 9 
years; also counseling and educational 
services for parents. 


Culp et al., 1991 


N(X) = 17 
N(O) = 17 
Profile 

Both groups tested at 
0 and 9 months 
6 hours per day, 5 days 
per week 


Peer social initiation intervention at a 
community-based day treatment facility 
for maltreated preschool children. 


Fantuzzo et al., 1987 


N(X) = 4 

Two children reobserved 
at 4-week follow-up 


Peer and adult social initiation 
intervention. 


Fantuzzo et al., 1988 


Peer initiation N = 12/6 
Adult initiation N = 12/7 
N(O) = 12/6 






2-month postintervention 
follow-up 


Individual child and parent cognitive- 
behavioral therapy (CBT) and family 
therapy (FT) provided to 55 physically 
abused, school-aged children and their 
offending parents/families. 


Kolko, 1996a, b 


N(CBT) = 25 
N(FT) = 18 
N(O) = 12 

Control group received 
routine community 
services 






1 2 1 -hour weekly 
clinic sessions within a 
16-week period 






1-year follow-up 



SOURCE: Committee on the Assessment of Family Violence Interventions, National 
Research Council and Institute of Medicine, 1998. 
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Data Collection 


Results 


Perceived Competence and Social Acceptance 
Scale, Early Intervention Developmental 
Profile 


The treatment group had significantly higher 
scores for cognitive competence, peer 
acceptance, and maternal acceptance. 



Observation of play triads 


The introduction of peer social initiation 
intervention preceded increases in the 
observed numbers of positive social 
interactions for the treatment children. Two 
children retested at 4 weeks maintained 
gains at follow-up. 


Observation of play dyads, Preschool 
Behavior Questionnaire, Brigance Diagnostic 
Inventory of Early Development 


The peer treatment condition resulted in 
greater improvements over time in positive 
social behaviors than adult initiation or 
control groups. 


Conflict Tactics Scales, Weekly Report of 
Abuse Indicators, Child Abuse Potential 
Inventory, Severity Ratings of Individualized 
Treatment Problems, Sexual Abuse Fear 
Evaluation, Children’s Attributions and 
Perceptions Scale, Youth Self-Report, 
Children’s Hostility Inventory, Child 
Behavior Checklist, Child Conflict Index, 
Global Assessment Scale for Children, 

Brief Symptom Inventory, Beck Depression 
Inventory, Child Rearing Interview, Parenting 
Scale, Parent Opinion Questionnaire, Parent 
Perception Inventory, Family Environment 
Scale, Family Assessment Device, Conflict 
Behavior Questionnaire, official reports of 
abuse and neglect. 


Overall levels of parental anger and physical 
discipline/force were lower in CBT than FT 
families, though each group showed a 
reduction on these items from the early to 
late treatment sessions. 
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TABLE 6A-3 Quasi-Experimental Evaluations of Mental Health Services for 
Child Victims of Sexual Abuse 



Intervention 


Initial/Final 
Sample Size 

Duration of 
Intervention 

Citation Follow-up 



Conventional sex abuse specific group Berliner and Saunders, N(X1) = 48 
therapy (8 weeks) and same treatment with 1996 N(X2) = 32 



an added focus on stress inoculation and 
gradual exposure (10 weeks) provided to 
sexually abused children ages 4-13. 


8 weeks and 10 weeks 
1- and 2-year follow-up 


Cognitive behavioral treatment (CBT) 
and nondirective supportive treatment 
(NST), provided in 12 1.5-hour sessions 
to parent and child. 


Cohen and Mannarino, N(CBT) = 39 
1996 N(NST) = 28 

12 1 .5-hour sessions 


Child-only therapeutic treatment, 
mother-only therapeutic treatment, mother 
and child therapeutic treatment offered to 
sexually abused children and their 
nonoffending parent. Provided in 12 
weekly treatment sessions by mental 
health therapists trained in cognitive 
behavioral interventions. 


Deblinger et al., 1996 N = 100/90 
N(child) = 25 
N(mother) = 25 
N(child and mother) = 25 
N(O) = 25 

Comparison group 
received only routine 
community services 


Psychodynamic (P) group counseling, 
reinforcement therapy orientation 
counseling (RTO) offered to school-aged 
children who were confirmed victims of 
sexual abuse. 


Downing et al., 1988 N(P) = 12 

N(RTO) = 10 

Psychodynamic 
counseling offered on a 
weekly basis for 1 year; 



reinforcement theory 
counseling provided in 
5-6 weekly sessions 
with monthly follow-up 
thereafter for 1 year 
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Data Collection 



Fear Survey Schedule for Children, Sexual 
Abuse Fear Evaluation Scales, Revised 
Children’s Manifest Anxiety Scale, Child 
Behavior Checklist, Children’s Depression 
Inventory, Child Sexual Behavior Inventory, 
Parent Information Form, Therapist 
Information Form 

Preschool Symptom Self Report, Child 
Behavior Checklist, Child Sexual Behavior 
Inventory, Weekly Behavior Report 



Schedule for Affective Disorders and 
Schizophrenia for School-Age Children, 
State-Trait Anxiety Inventory for Children, 
Child Depression Inventory, Child Behavior 
Checklist, Parenting Practices Questionnaire 



Home observations, parental reports, school 
observations, teacher reports 



Results 



Both treatment groups improved 
significantly over time on most outcome 
measures. No significant differences were 
found between groups in improvement on 
fear and anxiety symptoms. 



Within-group comparison of pretreatment 
and posttreatment outcome measures 
demonstrated that, although significant 
changes were not observed in the NST 
group, the CBT group had significant 
improvement on most outcome measures. 

Results indicated that mothers assigned to 
the experimental treatment condition 
described significant decreases in their 
child’s externalizing behaviors and 
increases in effective parenting skills; their 
children reported significant reductions in 
depression. Children who were assigned to 
the experimental intervention exhibited 
greater reductions in post-traumatic stress 
disorder symptoms than children who were 
not. 

Abused children’s depression and self- 
esteem remained relatively stable over time; 
many of the problem behaviors observed by 
their parents abated over 18 months. The 
abused children improved slightly more than 
nonabused controls. 
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TABLE 6A-3 ( Continued ) 







Initial/Final 
Sample Size 

Duration of 
Intervention 


Intervention 


Citation 


Follow-up 


Selected therapeutic interventions. 


Oates et al., 1994 


N(X) = 84/64 






Treatment group was 
compared with age and 
sex-matched comparison 
group 


Homogeneous group therapy and sex 
education with same-sex therapists and 
clients for 15 adolescent female incest 


Verleur et al., 1986 


N(X) = 15 
N(O) = 15 


victims in a residential treatment facility. 




6 months 


A communications training program for 
offending and nonoffending parents in 
sexually abusive families offered by the 


Wollert, 1988 


N(X) = 6 (3 couples, 
3 singles) 


Hillsboro, Oregon, chapter of Parents United 




Treatment group 
compared with a delayed 
training comparison 
group from the same 
Parents United chapter 






Eight 90-minute 
weekly sessions 






8-week follow-up 



SOURCE: Committee on the Assessment of Family Violence Interventions, National 
Research Council and Institute of Medicine, 1998. 
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Data Collection 


Results 


Children’s Depression Inventory, 
Achenbach Child Behavior Checklist, 
McMaster Family Assessment Device, 
General Health Questionnaire, Indices of 
Coping Responses, Newcastle Child and 
Family Life Events Schedule 


Although the control children’s self-esteem, 
depression, and behavior scores showed little 
change over time, the treatment children’s 
scores were more likely to move toward the 
normal range although some remained 
dysfunctional. No relationship was found 
between therapy and outcome. 


Coopersmith Self-Esteem Inventory, 
Anatomy/Physiology Sexual Awareness 
Scale, behavioral observations by resident 
professionals, daily behavior logs 


Female incest victims in the experimental 
group showed significant increase in positive 
self-esteem as measured by the inventory 
and developed increased knowledge of 
human sexuality, birth control, and venereal 
disease when compared with the control 
group. 


An 1 1-item self-assessment scale 


Posttraining scores of experimental subjects 
were higher than controls. Experimental 
subjects maintained these scores upon 
follow-up; the scores of the control group 
increased when the program was 
administered by a student therapist. 
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TABLE 6A-4 Quasi-Experimental Evaluations of Mental Health Services for 
Children Who Witness Domestic Violence 



Intervention 


Citation 


Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 


Ten-week group treatment program for 
children ages 8-13 to treat the effects of 
witnessing spouse abuse at home. 


Jaffe et al., 1986b 


N(X) = 28 
N(O) = 28 

10 weeks 


Ten-week group treatment program for 
children ages 8-13 to treat the effects of 
witnessing spouse abuse at home. 


Wagar and Rodway, 
1995 


N(X) = 16 
N(O) = 22 

10 weeks 

6-month follow-up 


SOURCE: Committee on the Assessment of Family Violence Interventions, National 
Research Council and Institute of Medicine, 1998. 


TABLE 6A-5 Quasi-Experimental Evaluations of Interventions of Mental 
Health Services for Adult Survivors of Child Abuse 


Intervention 


Citation 


Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 


Group therapy and Interpersonal 
Transaction (IT) group therapy 
modalities for women sexually abused 
as children by a family member. 


Alexander et al., 
1989, 1991 


N (X) = 65 
N (0) = 58 

1 .5 hours per week 
for 10 weeks 






6-month follow-up 



SOURCE: Committee on the Assessment of Family Violence Interventions, National 
Research Council and Institute of Medicine, 1998. 
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Data Collection 


Results 


Child Witness to Violence Interview, 
Parent Perception Inventory, Child 
Behavior Checklist 


Preliminary results suggest immediate 
benefits in terms of safety skill development 
and positive perceptions of each parent. 


Child Witness to Violence Questionnaire; 
Conflict Tactics Scales, Parent Interview 
Questionnaire 


Significant improvements in pre- to posttest 
for the experimental group in attitudes and 
responses toward anger and sense of 
responsibility for parents’ violence. The 
second variable, safety and support skills, 
showed no significant difference between 
groups. 



Data Collection 


Results 


Beck Depression Inventory, Modified Fear 
Survey, Symptom Checklist, Revised, Social 
Adjustment Scale Interview, Locke-Wallace 
Marital Adjustment Scale, Group Climate 
Questionnaire, Group Leadership Behavior 
Inventory 


Both groups proved to be effective relative 
to the wait-list control condition. Treatment 
gains were maintained at 16 -month follow- 
up. The structure of the IT group appeared 
to reduce fearfulness for highly symptomatic 
women. Participants in the process 
condition improved over time in social 
functioning. 
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TABLE 6A-6 Quasi-Experimental Evaluations of Home Visitation and 
Family Support Programs 



Initial/Final 
Sample Size 

Duration of 
Intervention 



Intervention 


Citation 


Follow-up 


Home visitation program designed at the 
Royal Victoria Hospital in Montreal, 
Canada, to promote better child health 
and development for infants of working- 
class families. One group received home 
visits starting prenatally, group two 
received visits from 6 weeks postpartum, 
and group three received no visits. 


Larson, 1980 


N(X1) = 35/26 
N(X2 )= 40/27 
N(O) = 40 

N(X1) = 17 months 
N(X2) = 15 months 


A home visitation program for women at 
risk for out-of-home placement of their 
newborns. Biweekly home visits by 
trained community members from the 
baby’s first postpartum check-up until 
first birthday, providing postpartum 
health and social services. 


Marcenko and Spence, 
1994 


N(X) = 125/110 
N(O) = 100/77 

Comparison group 
received standard 
agency services 
including prenatal, 
postpartum, family 
planning, and 
gynecological services, 
on-site HIV testing, 
and social services 


Hawaii’s Healthy Start home visitation 
program for mothers judged to be at risk 
for child maltreatment. Mothers selected 
during postpartum hospital stay. 


National Committee 
to Prevent Child 
Abuse, 1996 


Average 10 months 

N(X) = 181 
N(O) = 191 

1 year 






12-, 18-, and 24-month 
follow-up for some 
clients 
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Data Collection 



Results 



Inventory of Home Stimulation, Maternal 
Behavior Scale, HOME Environment Scale, 
children’s health status 



Addiction Severity Index, history of Child 
Protective Services involvement, HOME 
Environment Scale, Norbeck Social Support 
Questionnaire, Brief Symptom Inventory, 
Rosenberg’s Self-Esteem Scale 



Child Abuse Potential Inventory, Michigan 
Screening Profile of Parenting; Maternal 
Social Support Index; Nursing Child 
Assessment Satellite Training 



Significant differences were found for 
mothers receiving prenatal and postnatal 
visits over other groups. These included a 
reduced accident rate, higher scores on 
assessment of home environment and 
maternal behavior, and a lower prevalence of 
mother-infant interaction problems. 

After an average of 10 months exposure, the 
experimental group reported significantly 
increased social support, greater access to 
services, and decreased psychological 
distress. 



Early and intensive home visitation by 
paraprofessional produces measurable 
benefits for participants in the areas of 
parental attitudes toward children, parent- 
child interaction patterns, and type and 
quantity of child maltreatment. Mothers 
who received home visits showed 
significant reductions in Child Abuse 
Potential scores three times faster than 
nonvisited mothers. Six confirmed cases of 
maltreatment occurred in the visited families 
as compared with 13 involving the control 
counterparts. 
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TABLE 6A-6 ( Continued) 



Intervention 


Citation 


Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 


Home visits by nurses providing 


Olds, 1992 


N(transportation, well- 


education about child development and 


Olds et al., 1986, 


child care) = 94 


nutrition compared with a prenatal-only 


1988, 1994, 1995 


N(prenatal visits) = 100 


condition and a no-visit condition; free 




N(pre/postnatal visits) 


well-child visits and transportation to 




= 94 


clinic were provided for single, 
primiparous mothers of low socioeconomic 




N(O) = 90 


status in rural New York. 




N(high-risk nurse-visited 
infancy) = 1 8 
N(comparison high-risk 
nurse-visited 
pregnancy) = 22 


Home visits biweekly during the 


Scarr and McCartney, 


N(X) = 78 


10-month school year for 2 years. The 
home visitor brings a gift of a toy or 


1988 


N(O) = 39 


book to the family each week and 
demonstrates how verbal interaction 
between children and adults can be 
encouraged. Provided to parents of 
children aged 2 years in Bermuda. 




2 years 



SOURCE: Committee on the Assessment of Family Violence Interventions, National 
Research Council and Institute of Medicine, 1998. 
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Data Collection 


Results 


Interviews, infant assessment, medical 
records, Bayley Scales, Cattel Scales, 

Infant Temperament Q-Sort procedure, 
Caldwell and Bradley Home Environment 
Scales, records of abuse and neglect reports 


Nurse-visited children lived in homes with 
fewer hazards for children, had 40% fewer 
injuries and ingestions, 45% fewer 
behavioral and parental coping problems 
noted in the physician record, and 35% 
fewer visits to the emergency room than the 
nonvisited children. Beneficial effects for 
visited mothers were noted in their efforts to 
pursue their education, employment, and 
reductions in subsequent unintended 
pregnancies. High-risk mothers (described 
as young, adolescent, and poor) visited 
during their child’s infancy were less likely 
to be reported for child abuse and neglect 
(0.04) than high-risk mothers who received 
visits only during pregnancy (0.18). 
Treatment contrasts for groups at lower risk 
did not reach statistical significance. 


Stanford-Binet Test of Intelligence, Bayley 
Scale of Mental Development, 
achievement test designed to assess the 
curriculum of the program, delay of 
gratification test, Infant Behavior Record, 
Cain-Levine Social Competence Scale, 
Childhood Personality Scale, parent 
report, Parent as Educator review, 
discipline techniques interview, maternal 
teaching test 


The program had few demonstrable effects 
on any segment of the sample, even for the 
socioeconomically disadvantaged. 
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TABLE 6B-1 Quasi-Experimental Evaluations of Domestic Violence 
Screening, Identification, and Medical Care Responses 



Initial/Final 
Sample Size 

Duration of 
Intervention 

Intervention Citation Follow-up 

Emergency room protocol for obtaining McLeer et al., 1989 N (female trauma 
trauma history. patients identified as 

being battered 
preprotocol) = 5.6% 

McLeer and Anwar, N (female trauma 

1989 patients identified as 

being battered 
immediately after 
protocol introduction) 

= 30% 

N (female trauma 
patients identified as 
being battered 8 years 
after the protocol was 
introduced, with no 
formal effort to continue 
its use in the emergency 
department) = 7.7% 

8-year follow-up to 
measure rates of 
identification 

Emergency department protocol to Olson et al., 1996 N (female trauma 

identify battered women. patients identified as 

battered preprotocol) = 
2 . 0 % 

N (female trauma 
patients identified as 
battered after emergency 
department chart was 
modified to ask 
questions about domestic 
violence) = 3.4% 

N (female trauma 
patients identified as 
being battered after 
30-day domestic violence 
education for emergency 
department staff) = 3.6% 
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Data Collection 



Results 



Review of hospital records to measure The percentage of women identified positive 

number of women identified as battered for battering increased from 5.6% to 30% 

following staff training and institution of the 
protocol in the emergency room. 



Review of hospital records to measure Twenty-five (2%) cases were identified as 

number of women identified as battered domestic violence in the baseline month, 49 

(3.4%) in the chart modification month, and 
49 (3.6%) in the education month. 
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TABLE 6B-1 ( Continued ) 







Initial/Final 
Sample Size 

Duration of 
Intervention 


Intervention 


Citation 


Follow-up 


Emergency department protocol to 
identify battered women. 


Tilden and Shepherd, 
1987 


N (female trauma 
patients identified as 
being battered 
preprotocol) = 9.72% 






N (female trauma 
patients identified as 
being battered 
postprotocol) = 22.97% 



SOURCE: Committee on the Assessment of Family Violence Interventions, National 
Research Council and Institute of Medicine, 1998. 
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Data Collection 



Results 



Hospital records Enhanced knowledge and interviewing 

skills of nurses can lead to increased 
identification of battered women. 
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TABLE 6B-2 Quasi -Experimental Evaluations of Mental Health Services for 
Domestic Violence Victims 



Initial/Final 
Sample Size 

Duration of 
Intervention 

Intervention Citation Follow-up 



Emergency room counseling by a social Bergman and Brismar, N(X) = 58 

worker, overnight hospital stay even if 1991 N(O) = 59 

not warranted by injuries, counseling 

after release, referrals to social services, 5-year follow-up 

legal services offered to women 
self-identified as battered. 

Personal and vocational counseling 
provided to abused women in a shelter 
Second treatment group received same 
counseling and also used a personality 
factors instrument. 

Five 2-hour modules 
over 2 weeks 



Cox and Stoltenberg, N (counseling only) = 9 
1991 N (counseling + 

personality 
instrument) = 7 
N(O) = 6 



Group counseling (partly single sex and Harris et al., 1988 N(group) = 23 
partly coed) and couples counseling N(couples) = 35 

formats for battered women and their N(O) = 10 

spouses. 

Includes group 
counseling, couples 
counseling, and no- 
treatment control group 

Ten weekly 3-hour 
sessions for groups; 
length of couples 
counseling determined 
by therapist on an 
individual basis 

6-month to 1-year 
posttreatment follow-up 
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Data Collection 


Results 


Use of somatic and psychiatric hospital care 
during 10 years before to 5 years after 
presentation in the emergency room 


The use of somatic hospital care was 
dramatically higher among the battered 
women than among the control women. No 
decrease in use of care by the women who 
entered the program during the 5-year 
follow-up period. 


Rosenberg Scale, Rotter Internal-External 
Locus of Control Scale, Adult 
Self-Expression Scale, Multiple Affect 
Adjective Checklist, Career Maturity 
Inventory 


The group with the personality factors 
instrument administration and interpretation 
showed significant improvement in 
measures of anxiety, depression, hostility, 
assertiveness, and self-esteem. The group 
with the COPS System Interest Inventory 
and Sixteen Personality Factors 
Questionnaire utilization showed no 
significant improvement on any of the 
measures. 


Profile of Mood States, Texas Social 
Behavior Inventory, Social Support 
Questionnaire, Reid-Ware Three Factor 
Locus of Control Scale, Conflict Tactics 
Scales 


The group program was not significantly 
more effective than individual couple 
counseling in reducing physical violence or 
improving the participants' level of 
psychological well-being. Those who 
received couple counseling were four times 
more likely to drop out of treatment than 
those who participated in the group 
program. 
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TABLE 6B-2 ( Continued ) 



Intervention 


Citation 


Initial/Final 
Sample Size 

Duration of 
Intervention 

Follow-up 


Therapy groups for violent couples and 
for battering men and abused women 


O’Leary et al., 1994 


N = 70/37 


separately, provided to couples in which 
the man had used violence at least two 




14 weeks 


times within the past year, but where the 
violence did not result in injuries for which 
the wife sought medical attention. 




1-year follow-up 



SOURCE: Committee on the Assessment of Family Violence Interventions, National 
Research Council and Institute of Medicine, 1998. 
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Data Collection 


Results 


Modified Conflict Tactics Scales, 
Psychological Maltreatment of Women Scale, 
Dyadic Adjustment Scale, Positive Feelings 
Questionnaire, Beck Depression Inventory, 
fear of husband scale, attribution of 
responsibility scale 


Participants in both forms of treatment for 
wife abuse reported a significant reduction 
in both psychological and physical 
aggression at posttreatment and at 1-year 
follow-up. No significant differences 
between treatments on any dependent 
variable. Both treatments evidenced 
improvement in marital quality at both 
posttreatment and 1-year follow-up. 



0 



278 



7 



Comprehensive and Collaborative 
Interventions 




Social service, law enforcement, and health care professionals have consis- 
tently noted that family violence is often only one aspect of the troubled lives of 
individuals and families who come to their attention. Family violence often 
occurs in a social context that includes substance abuse, homelessness, poverty, 
discrimination, other forms of violence, and mental disorders. Researchers and 
service providers have also recognized that protective factors are often in place in 
these same communities that mitigate problems for the majority of residents. The 
presence of multiple risk and protective factors in the physical and social envi- 
ronments of those who experience family violence is receiving increased atten- 
tion in the design of treatment and preventive interventions (National Research 
Council, 1993a, b, 1996). Recent theories have emphasized the importance of 
interactions among family violence, neighborhood environments, and the broader 
social culture on a range of factors, such as poverty, unemployment, discrimina- 
tion, and community violence, that may contribute to, or inhibit, family violence. 

Three separate but complementary initiatives have emerged to address the 
complex interactions of risk and protective factors, multiple problems, and envi- 
ronmental effects on family violence: (1) service integration, (2) comprehensive 
services focused on separate problems that share common risk factors (also called 
cross-problem interventions), and (3) community-change interventions that tar- 
get social attitudes, behaviors, and networks. Although the overall goals and 
characteristics of these three initiatives are similar, they use different strategies in 
seeking to accomplish change and to improve the quality and range of family 
violence prevention, treatment, and support services in community settings. The 
first focuses primarily on using existing services more effectively within a corn- 
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munity; the second responds to the needs and strengths of the whole person or 
family; and the third addresses the community or society itself as the subject of 
the intervention. 

Experience with these initiatives is relatively recent, and research in this area 
is still largely descriptive. This early works indicates that 

• the array of models that has emerged in the last decade are characterized 
by innovative and experimental approaches to service delivery; 

• the emphasis on comprehensive (cross-problem) and collaborative (cross- 
sector or multiagency) approaches has attracted substantial interest and enthusi- 
asm by community leaders and public and private agencies that sponsor family 
violence treatment and prevention programs; 

• service integration efforts that go beyond agency coordination into the 
realm of collaboration and resource-sharing require extensive time, resources, 
leadership, and commitment by the participating agencies; and 

• the creation of new organizational units, service strategies, and communi- 
cation, information, and decision-making systems may be required to implement 
these initiatives. 

Few evaluation studies exist to demonstrate whether comprehensive or col- 
laborative approaches are more effective than traditional forms of service deliv- 
ery in improving the outcomes of clients and communities. In many communi- 
ties, the experimental initiatives often complement or extend traditional agency 
services rather than replace them, making it difficult to isolate the effects of the 
new approaches. The committee found no evaluations of any interventions dis- 
cussed in this chapter that meet its criteria for inclusion; we do, however, raise 
key issues about the methods that should be used in studies of their effectiveness. 

In this chapter, we describe what is known about service integration and 
cross-problem interventions that go beyond individual agencies and take the form 
of coordinating councils, task forces, multiagency programs, resource centers, 
and wraparound services. We also discuss community-change initiatives that are 
designed to shift the balance of power between service providers and community 
representatives and to foster new approaches that respond to particular needs or 
objectives as defined by a local community. 



The hallmark of service integration is collaboration within or between health, 
law enforcement, and social service agencies. Tremendous diversity character- 
izes the structure, style of operation, funding sources, and settings in which 
service integration interventions operate. They do, however, share the goal of 
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enhancing the quality and design of services focused on discrete aspects of child 
maltreatment, domestic violence, and elder abuse by 

• increasing service provider awareness of the multiple needs and complex 
histories of victims and offenders; 

* identifying opportunities for integrating service plans to reduce duplica- 
tion and inefficiency; and 

° enhancing victim safety and diminishing the frustration and harm that can 
occur when victims are asked to describe a traumatic incident or relationship on 
multiple occasions in various institutional settings. 

Some authors have characterized service integration as an evolutionary and hier- 
archical process (Swan and Morgan, 1993). The first level consists of informal 
cooperation, the second level involves interagency coordination and more formal 
utilization of existing resources, and the third level involves collaboration in 
which the participating agencies share common goals, mutual commitments, re- 
sources, decision making, and evaluation responsibilities. In some communities, 
for example, existing agencies are not prepared to embrace a true partnership but 
may share organizational resources with other programs through task force or 
coordinating committee efforts. Other communities have established a separate 
agency that provides a central physical location and organizational system sup- 
ported by borrowed personnel from cooperating agencies and programs. Ex- 
amples of the latter are the child advocacy centers that have emerged in numerous 
localities to assist with the identification, treatment, and documentation of child 
maltreatment, particularly child sexual abuse. Movement across the different 
levels of service integration is often uneven and is vulnerable to political and 
administrative factors that influence the integration effort and resource base of 
the participating agencies. 

New programs can emerge that combine services across different types of 
violence or across institutional domains (Figure 7-1). But separate programs are 
not always necessary. Depending on the resources available in a particular pro- 
gram, victim advocates can provide their clients with legal assistance and social 
service referrals to counseling programs, emergency shelter, and child care re- 
gardless of their institutional setting. 



Comprehensive Services for Multiple Problems 

Comprehensive services seek to improve the quality and impact of service 
delivery by responding to the multiple problems faced by troubled families in a 
single service setting. Such problems include violence in the home, substance 
abuse, inadequate housing, juvenile crime, school dropout, physical and mental 
health disorders, and unemployment. These efforts have been characterized as 
dealing with the whole victim or the whole family. 
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Law 
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Domestic Violence Community Coordinating Councils 



Elder Abuse 



Aging Services Programs 



FIGURE 7-1 Examples of service integration initiatives. SOURCE: Committee on the 
Assessment of Family Violence Interventions, National Research Council and Institute of 
Medicine, 1998. 

In some cases, a specialized unit is created to coordinate and administer a 
broad range of services; in others, an existing agency assumes a lead role. The 
administrative style and setting of a comprehensive services program may affect 
its> acceptability to affected parties as well as its overall effectiveness. Compre- 
hensive services are not often designed to significantly change the menu of 
services available to victims in a given community, but rather to improve client 
access to existing services and to enhance agency awareness of client needs, case 
histories with different service systems, and community resources and expecta- 
tions. In some cases, especially in the area of violence prevention, these initia- 
tives also seek to influence individual behavior and community attitudes about 
violence through outreach and public education. 



Community-change interventions involve shifting the locus of power and 
authority from centralized structures to the level of neighborhoods and commu- 
nity task forces; in achieving this goal, they often synthesize fragmented and 
categorized service systems (Connell et al., 1995; Kahn and Kamerman, 1996). 
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They attempt to create social networks in deprived communities that will enable 
local residents to exercise more power or autonomy in choosing or influencing 
the types of services available to them (Connell and Kubisch, 1996). Reform of 
political and social institutions is the primary focus of these interventions. 

Community-change interventions are not the same as community outreach, 
although such efforts may overlap. The latter reflects a concern for community 
representation, local participation, and cultural diversity in order to improve 
service delivery, but it does not seek to achieve social change through political 
and social reforms. 

The emphasis on community approaches as a general social strategy to sup- 
port families and protect children has historical roots that span at least a century. 
The settlement houses that characterized the liberal reform movements of the 
nineteenth century, such as Hull House in Chicago, sought to serve a wide range 
of family needs in a neighborhood context (Halpern, 1990). Staff who lived in 
the settlement houses worked to establish a center that could spread the culture, 
values, and resources of mainstream middle-class America among poor and im- 
migrant populations (Garbarino and Kostelny, 1994). These early efforts can be 
seen as precursors of modem victim advocacy programs, parent education pro- 
grams, home visitation, battered women’s shelters, and other family support 
services that seek to develop a national prevention strategy for family violence. 

Other precursors to comprehensive community services include neighbor- 
hood-based projects to combat juvenile delinquency in the 1930s and the 1950s 
and the community action and model cities programs established during the war 
on poverty of the 1960s. Perhaps the most familiar examples of community- 
change interventions are the community development corporations of more re- 
cent decades (O’Connor, 1995; Halpern, 1994). 

Interventions associated with this approach seek to create changes in social 
structures and networks on the assumption that these will lead to more responsive 
institutional and individual behaviors, as well as the creation of new resources 
that will improve the outcomes of residents and families in the community. 
Community-change interventions are often viewed as an instrument of progres- 
sive social reform, designed to engage multiple community resources in common 
efforts to foster social well-being rather than dividing the community into sepa- 
rate groups that focus on particular problems. This type of intervention also 
seeks to empower clients to gain access to services that may be scarce or located 
in inconvenient locations. 



EXAMPLES OF COMPREHENSIVE AND 
COLLABORATIVE INTERVENTIONS 

The three types of community-based interventions discussed above include 
fatality review teams, child advocacy centers, coordinated community responses 
to domestic violence, family support resource centers, substance abuse and do- 
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mestic violence treatment programs, community interventions for injury control, 
settlement houses, and shelters. 

It is important to reiterate that these interventions have not been evaluated 
using control groups, and thus their effects on family violence remain undocu- 
mented. The committee presents brief summaries of innovative efforts in order to 
highlight insights into the potential benefits, as well as the challenges, of these 
approaches. Many of these interventions contain elements of service integration, 
comprehensive services, and community change as described in the earlier sec- 
tions of this chapter. The variation in each type of program and the lack of in- 
depth case studies that could describe their basic goals and methods of operation 
make it difficult to characterize them in more precise terms at this stage of their 
development. 



Fatality Review Teams 

It is estimated that 2,000 children die each year as a result of abuse or neglect 
by caregivers (Durfee, 1994). Half the fatalities identified as “fatal child abuse” 
or “homicide by caregiver” involve children less than 1 year old (Christoffel, 
1990). Child fatality review teams are intended to provide a systemic, multi- 
disciplinary means by which several agencies can integrate information about 
child deaths in order to identify discrepancies between policy and practice, defi- 
ciencies in risk assessment or training practices, and gaps in communication 
systems that require attention. Since their inception in Los Angeles in 1978, 
child fatality review teams have emerged in 21 states to address the issue of 
severe violence against children and infants. 

Some jurisdictions regard the most important outcome of child fatality re- 
view teams as the protection of siblings in the violent family; others emphasize 
the improvement of child protection efforts through better coordination and long- 
term collection of information. Emphasis is placed on the accurate classification 
of child deaths as homicides to decrease the number of homicides misidentified 
as accidental death, death by unknown cause, and sudden infant death syndrome 
(Lundstrom and Sharpe, 1991; Durfee et al., 1992). Improvements in the classi- 
fication of child deaths are also thought to contribute to the collection of evidence 
to improve the prosecution of abusers. 

Child fatality review teams are generally composed of representatives of the 
coroner or medical examiner’s office, law enforcement agencies, prosecuting 
attorneys (from municipal, district, or state courts), child protective services agen- 
cies, and pediatricians and other health care professionals with expertise about 
child abuse. Some teams include representatives of mental health agencies, fire 
department or emergency personnel, probation and parole supervisors, educators 
and child care professionals, state or local child advocates, and sudden infant 
death syndrome experts (Granik et al., 1992). In some states, child fatality 
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review teams review every child death; in others, they examine only suspicious 
deaths. 

Investigation of child deaths requires special training in pediatric forensics, 
pathology, child abuse, and forensic investigation. Researchers have concluded 
that the specialized review team is more likely to identify the indicators of child 
abuse and neglect than coroners or physicians who do not have special training 
(Lundstrom and Sharpe, 1991). 

The model of fatality review teams is now being adopted by some cities and 
states (such as Florida) to investigate domestic violence fatalities as well, but this 
experience has not yet been described in the research literature. 



Child Advocacy Centers 

Community child advocacy centers have emerged to coordinate services to 
child victims of nonfatal abuse and neglect, especially in the area of child sexual 
abuse. The National Network of Children’s Advocacy Centers estimates that 
there are 243 operational centers in 47 states in the United States. 

An important goal of child advocacy centers is to reduce the redundancy, 
anxiety, and inconvenience that the child and family may experience as a result of 
family violence (especially sexual abuse). They seek to improve the handling of 
a maltreatment case during the stages of investigation, prosecution, and treatment 
by coordinating social services, health care, and law enforcement efforts. Typi- 
cally, a child advocacy center is located in a facility that houses representatives of 
the jurisdiction’s law enforcement, child protective services, prosecutors, child 
advocate, and mental health professionals. This model seeks to enhance inter- 
agency efficiency and effectiveness through the physical proximity of the center’s 
multiagency staff, the designation of a child advocate who monitors the case 
through the various agency systems, and opportunity for formal and informal 
communication on a regular basis. 



Coordinated Community Responses to Domestic Violence 

A variety of approaches have been developed to create safe environments for 
women who have experienced domestic violence: community partnering, com- 
munity intervention, task forces or coordinating councils, training and technical 
assistance projects, and community organizing. Designated as “coordinated com- 
munity responses,” these interventions are examples of multiple forms of service 
integration (Hart, 1995). 

Community partnering relies on grass roots organizations to develop various 
initiatives identified in a strategic plan for community action. Community-wide 
intervention programs represent a broader scope of effort and provide direct 
services to batterers as well as victims. The intervention projects generally focus 
on the criminal justice system to achieve greater accountability in the response to 
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battered women and the deterrence of batterers. A well-known example of com- 
munity-wide intervention is the Domestic Abuse Intervention Project in Duluth, 
Minnesota. 

Taskforces or coordinating councils are designed to coordinate and improve 
practices among key political leaders, public safety and emergency personnel, 
law enforcement officers, health care professionals, social service providers, and 
victim advocates to end violence against women. Task forces, often comprised 
of representatives of state and local government agencies and nonprofit organiza- 
tions, may promulgate protocols or guidelines for practice, support training and 
technical assistance programs, identify areas in need of systemic reform, estab- 
lish informal systems of communication, and facilitate conflict resolution and 
policy formation among diverse groups. In Seattle, for example, the Domestic 
Violence Coordinating Council includes several committees whose goal is to 
create and implement a five-year strategic plan to prevent domestic violence in 
the city. 



Family Support Resource Centers 

In its 1995 annual report, the U.S. Advisory Board on Child Abuse and 
Neglect urged the development of a “comprehensive, child-centered, family fo- 
cused, and neighborhood-based system of services” to help prevent child mal- 
treatment and reduce its negative consequences among those who have already 
been victimized. Such a system would include informal family and neighbor- 
hood support, assistance with difficult parenting issues via community-based 
programs, and crisis intervention services. Many of these services are discussed 
in Chapter 4 — the advisory board’s emphasis is on blending them and providing 
them in a local residential setting. The advisory board recommended that such a 
system should be the principal component of a primary prevention strategy aimed 
at families with infants and toddlers to reduce fatalities from abuse and neglect, to 
increase child safety, and to improve the functioning of all families. 

A proliferation of efforts designed to establish social support for families at 
risk for child abuse or neglect has been described in the research literature (see, 
for example, the discussion of parenting practices and family support interven- 
tions in section 4A-1, also Garbarino and Kostelny, 1994). Family support re- 
source centers differ from traditional social service interventions focused on 
parenting because they are proactive and are available on a universal basis to all 
families in the community rather than embedded in a treatment program provided 
only to families who have been reported for child abuse or neglect. Examples of 
such programs are family support, such as the Family Focus program (Weissbourd 
and Kagan, 1994); social support networks, such as Homemakers (Belle, 1989); 
parent education projects, such as the New Parents as Teachers Program 
(Pfannenstiel and Seltzer, 1989); and home health visitor programs, such as the 
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Elmira project described in Chapter 6 (Olds et al., 1986; Olds and Henderson, 

1990) . 

Family support resource centers seek to establish and strengthen social sup- 
port systems that can link social nurturance and social control during formative 
periods of child and family development (Garbarino, 1987; Weiss and Halpem, 

1991) . This strategy is designed to enhance community resources that can alter 
parenting styles acquired and reinforced through a lifetime of experience in a 
sometimes dysfunctional familial and social world (Garbarino and Kostelny, 
1994). Two questions pervade analyses of family support programs: Can family 
support be a short-term “treatment” strategy, or must it be a condition of life? 
Can family support succeed amid conditions of chronic poverty or very high risk? 
These questions pose limiting factors that may influence the effects of neighbor- 
hood support programs, including those focused on child maltreatment (Garbarino 
and Kostelny, 1994). 

For parents who lack basic educational skills and experience with positive 
disciplinary practices, family support resource centers and parent support groups 
may help reduce the risks of maltreatment associated with corporal punishment 
and impulsive behaviors. However, these interventions may be ill-equipped to 
protect children in families with such problems as substance abuse, long-term 
health or mental health disorders, inadequate housing or homelessness, chronic 
unemployment, or other dysfunction that threatens the basic stability and integ- 
rity of family life. The length and intensity of effort necessary to support good 
parenting practices in these types of social settings may require extensive re- 
sources that can address the developmental stages of children and families and 
respond to shifting needs over time. 



Substance Abuse and Domestic Violence Treatment 

It is beyond the scope of this report to review all community interventions 
that attempt to reduce family violence by addressing environmental and situ- 
ational risk factors, such as poverty, unemployment, substance abuse, teenage 
and single parenting, and social isolation. We did, however, examine community 
intervention programs that seek to create opportunities for behavioral change in 
multiple dimensions, for example altering the link between substance abuse and 
violence against women. 

Some communities have taken steps to integrate components of substance 
abuse treatment into domestic violence prevention programs and vice versa. 
These efforts take a variety of forms, including joint training on the two prob- 
lems an integrated approach — and the addition of a separate curriculum or 
speaker on a related topic— an additive approach. The relative effects of inte- 
grated and additive programs, compared with each other and with more tradi- 
tional single-topic prevention programs, have not been evaluated. 

One study of agency services in Illinois, indicated that, although service 
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providers from both substance abuse and domestic violence programs wanted to 
collaborate with each other, their conceptual frameworks about causal factors and 
theories of change contained fundamental differences (Bennett and Lawson, 
1994:286): 

Battered-women’s advocates, in general, believe that abuse is a deliberate and 
volitional act. The batterer must accept full responsibility for his violence and 
must learn both self-control and respect for women. Addictions counselors 
generally believe that a disease process, beyond the control of the addict, causes 
dysfunctional behaviors. 

These differences in beliefs may militate against service integration and 
comprehensive service initiatives. One study suggested as much by observing 
that data on the referral experience in substance abuse/domestic violence cross- 
problem interventions indicates a pattern of weak linkage and low referral rates 
(Bennett and Lawson, 1994). For example, 23 percent of the substance abuse 
staff surveyed stated that they never referred their clients to domestic violence 
programs. The authors concluded that service provider differences in beliefs 
about the role of self-control in substance abuse and domestic violence was the 
most significant factor that impeded collaboration. 



Community Interventions for Injury Control and Violence Prevention 

Community interventions to address injury control and violence prevention 
are based on two assumptions: that multiple interventions aimed at one or more 
forms of injury will be more effective in reducing risk factors than a single 
intervention, and that an injury or violence prevention campaign that is oriented 
to the community will be more successful than one that is oriented to individuals. 
The community approach often involves public education campaigns in a par- 
ticular community, highlighting the need for and ways to prevent all forms of 
injury or violence. More recently, public health efforts have been used to influ- 
ence behavioral changes in the community with respect to risk factors and health 
outcomes, especially in preventing cardiovascular disease and smoking. 

Youth violence prevention is one area of community interventions designed 
to integrate public health approaches with local crime control. A recent review of 
15 evaluation studies of youth violence prevention programs identified several 
evaluation issues that require attention (Powell and Hawkins, 1996): the pres- 
ence of multiple collaborating organizations; scientific and programmatic ten- 
sion; the enrollment of control groups; subject mobility; the paucity of estab- 
lished and practical measurement instruments; complex relationships between 
interventions and outcomes; analytic complexities; unexpected and disruptive 
events; replicability; and the relative ease of research on individuals as opposed 
to groups. Many of these issues characterize evaluation research on other types 
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of family violence interventions, suggesting the need for opportunities to ex- 
change knowledge and expertise between these fields. 

In 1992 and 1993, the Centers for Disease Control and Prevention launched 
a series of evaluations of 15 youth violence prevention projects in 12 U.S. cities 
and one county. Although these projects include different types of violence 
prevention strategies, they are all based on theoretical models that draw on scien- 
tific research (for a review see Powell and Hawkins, 1996). The strategies used 
to implement community-based youth violence prevention programs also may be 
valuable in planning family violence interventions because the youth violence 
programs often consist of multiple interventions implemented as a unit for a 
highly diverse population. 

Battered Women’s Shelters 

As mentioned in Chapter 4, the emergence in the 1980s of shelters for bat- 
tered women as a major intervention focused on community change had its roots 
in the feminist and anti-rape movements of the 1970s (Schechter, 1982). These 
movements exposed ways in which existing health, legal, and social service 
systems were not responsive to the needs of women and stimulated institutional 
reforms to create alternative approaches to providing emotional and legal support 
in confronting male violence. Reforms were often stimulated by knowledge 
gained both from professionals involved in rape crisis centers and by the experi- 
ences and insights of rape crisis service providers, who were often suspicious of 
those who sought to blame women for male violence (Schechter, 1982). 

Shelter providers often worked to connect individual victims and their sup- 
porters with political and economic resources that could break down the institu- 
tional and psychological barriers that isolated the experience of rape victims and 
battered women. Battered women’s shelters thus became a catalyst for commu- 
nity service reforms as well as a direct service provider. This role fostered 
reforms that expanded professional service resources for battered women in a 
variety of institutional settings, including hospitals, emergency shelters, and 
women’s health programs. Evaluations of the role and impact of battered 
women’s shelters have often missed these effects because of their emphasis on 
direct service outcomes. 



Community Partnerships for Substance Abuse Prevention 

In the early 1990s, the federal government initiated the Community Partner- 
ship Demonstration Program. Described as a “macro-strategy” by Cook et al. 
(1994), this intervention is designed to prevent abuse of alcohol, tobacco, and 
other drug addiction through the creation of collaborative and coordinated efforts 
among multiple key organizations and groups serving more than 250 individual 
local communities across the nation (Kaftarian and Hansen, 1994). Participant 
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agencies include health, social service, criminal justice, and education agencies 
as well as voluntary and community organizations, private businesses, elected 
officials, the religious community, and grass roots groups. 

The evaluation strategies and research experiences tied to these interventions 
may be able to guide improved evaluations of community-change interventions 
in the field of family violence. At this time, however, little is known about 
unique community factors or organizational arrangements that may facilitate or 
discourage the adaptation of this approach to family violence (Kaftarian and 
Hansen, 1994; Lorion et al., 1994; Hunt, 1994). Those who have studied service 
integration, comprehensive services, and community -change programs have em- 
phasized the need for attention on the implementation process and the innovative 
efforts and resources needed to design and sustain these types of interventions. 
They also voice caution about integrating lessons drawn from diverse local com- 
munity and program settings into a core program philosophy and guiding prin- 
ciples to reshape local projects. These studies demonstrate the difficulty of 
establishing long-term research programs within a culture of interventions that 
are focused strongly on empowering communities, short-term action, integrated 
and comprehensive services, and sustaining financial resources and organiza- 
tional viability. 



IMPROVING EVALUATION 

Chapter 3 contains the committee’s major discussion of evaluation of com- 
munity-based initiatives. Despite the paucity of evidence of the effectiveness of 
community interventions focused on family violence, evaluation studies in other 
fields are generating analytical frameworks, measurement tools, and data collec- 
tion efforts that offer valuable insights. Community-based research is being 
pursued on children and families (Connell et al., 1995; Connell and Kubisch, 
1996; Kahn and Kamerman, 1996), substance abuse prevention (Kaftarian and 
Hansen, 1994), and child maltreatment (Garbarino and Kostelny, 1994). 

In the field of public health, several well-designed large-scale trials have 
been conducted in the last 15 years to test the impact of particular public health 
community intervention programs. 1 Yet few of these interventions have had 
significant impact in terms of widespread behavioral change; rigorous evalua- 
tions of most have shown meager effect sizes in relation to the effort expended 
(Susser, 1995). Four decades of experience with public health interventions in 
smoking prevention indicates that social movements directed toward behavioral 
change require extensive time to be effective. The experience with community 



'The most notable of these interventions are the Multiple Risk Factor Intervention Trial, the 
Stanford Five-City Project, the Minnesota Heart Health Program, the 26-work-site Take Heart trial, 
and the 22-city COMMIT trials. 
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trials in changing smoking behavior also suggests that it is very difficult to detect 
change produced by interventions when large-scale programs are implemented 
after a social movement is under way. Small effect sizes for the interventions 
may simply show that the degree of change attainable by the program has already 
been reached by the progress of the social movement (Susser, 1995). 

The experience with community trials also suggests that additional knowl- 
edge is required to improve their effectiveness with special target populations, 
such as youth or individuals who may be chemically addicted or chronically 
exposed to certain types of behavior and are thus more resistant to change than 
the general population. 

A number of key questions must be explored in the evaluation of community 
change interventions: 

1. Does the presence or absence of community interventions alter the moti- 
vation and behavior of at-risk individuals, particularly in terms of their willing- 
ness to participate or become involved in formal and informal groups or to use 
these groups to gain access to services in traditional agency settings? 

2. Do changes in patterns of group participation or the creation of social and 
political networks in the community result in greater availability or use of agency 
services and support systems? 

3. Does the presence or use of community services and support systems 
change child, family, or community outcomes? In what dimensions? 

4. What levels of intensity and what time periods are needed in deprived 
communities to achieve significant changes in regional rates of family violence, 
especially among groups that experience multiple problems? 

5. What are the most critical areas and what is the rate of change in child, 
family, and community outcomes that are associated with service integration, 
comprehensive service, and community-change interventions? Do these areas or 
rates accelerate or decline in the presence or absence of specific agencies or 
political leaders? How are they affected by the creation of new organizational 
structures, the extent of local community participation, or changing social norms? 

CONCLUSIONS 

Although comprehensive community interventions are an area of growing 
interest and activity in the field of family violence, they represent one of the most 
difficult areas for evaluation research, and their impact remains unexamined in 
the research literature. Unique methodological challenges confront the develop- 
ment of studies of these interventions, and creative strategies are required to 
foster partnerships among researchers, service providers, and community resi- 
dents to assess the strengths and limitations of these efforts to address family 
violence. 

No single model of service integration, comprehensive services, or commu- 
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nity change can be endorsed at this time; however, a range of interesting designs 
has emerged that have widespread popularity and support in local communities. 
Because their primary focus is often on prevention rather than treatment, compre- 
hensive community interventions have the potential to reduce the scope and 
severity of family violence as well as contribute to remedies to other important 
social problems. 

Despite their methodological challenges, these initiatives merit systematic 
evaluation that could focus on several key factors: 

• What resource requirements and processes are necessary to implement 
comprehensive community interventions focused on family violence treatment 
and prevention? What critical components contribute to their effectiveness in 
different social, political, and economic climates? 

• Do comprehensive community interventions have greater impact on re- 
ducing risk factors, enhancing protective factors, or both? Do adequate measures 
exist to examine the critical domains in which changes are expected to occur 
(such as the quality of social support for children, adults, and families or the 
timing of services) as a result of a community intervention? 

• Is the impact of comprehensive community interventions stronger or 
weaker when their focus is restricted to a particular population, problem, or 
behavior? Are the strategies that are developed in one area (such as domestic 
violence) useful in addressing other forms of family violence or the relationships 
between family and community violence? 

• How can the evaluations of comprehensive community interventions for 
family violence draw lessons from evaluation experiences in other areas of pre- 
vention research, especially with regard to study design, sample recruitment and 
retention, and measurement? 
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Cross-Cutting Issues 



A vast share of the research literature on family violence interventions is 
organized in the context of the dominant institutional settings that characterize 
the field: social services, health care, criminal justice, and community-based 
programs. This organization facilitates a review of the ways in which service 
settings influence the development of interventions for the different types of 
family violence, but it discourages an analysis of the ways in which policies and 
practices in one institutional setting can affect interventions in the other institu- 
tional settings. 

As communities move toward the integration and coordination of existing 
services and the development of community-wide interventions, stronger interest 
has emerged in the research, service, and policy sectors about the interactions 
between family violence interventions in different service settings. This discus- 
sion of cross-cutting concerns is intended to highlight these kinds of interactions. 
Focusing on these interactions may enable us to identify trends that are often 
overlooked in research syntheses that concentrate on a single service system or 
setting. 

For example, the emerging integration of health and social service interven- 
tions for child maltreatment raises important questions about the threshold of risk 
or endangerment that should prompt treatment and prevention interventions. 
These service integration efforts also call attention to the interaction of concerns 
about privacy and confidentiality with the disclosure and documentation of child 
maltreatment. The role of the law enforcement and social service systems in 
identifying and meeting the needs of child witnesses to domestic violence is 
another example of service interactions that may shape the ways in which child 
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protection, victim safety, mental health services, and family support interven- 
tions are developed in a particular community. 

As agencies and communities develop comprehensive and collaborative in- 
terventions, fundamental tensions can arise from the goals, traditions, and cul- 
tures of the different institutional settings. These tensions may require particular 
attention to the effects of different service strategies (such as deterrence or treat- 
ment) in formulating a comprehensive approach to the problem of family vio- 
lence. 

This chapter supplements the committee’s research reviews with an analysis 
of five key issues that arise repeatedly in the different service settings and in 
efforts to evaluate interventions based in these settings: 

® The ecological context of family violence, 

® Approaches to punishment and rehabilitation, 

• The roles of autonomy and competence, 

® Cultural factors and community representation, and 
® Assessment of dangerousness and risk. 

Some of these issues are unique to the field of family violence; others are more 
generally associated with violence research, criminal justice research, and com- 
munity-based programs. Although the committee did not attempt to pursue these 
issues in great depth, the following discussion clarifies these issues, describes the 
relevant research, and examines their implications for the design of interventions 
and evaluations. 

THE ECOLOGICAL CONTEXT OF FAMILY VIOLENCE 

Many theoretical frameworks seek to explain the causes of child maltreat- 
ment, domestic violence, and elder abuse. Evolving in different historical peri- 
ods, these frameworks assign different levels of responsibility to individuals 
(including the parent, spouse, and child), the family, the community, and society 
in general (see Figure 8-1). Although no single theoretical framework dominates 
the field, both researchers and service providers are increasingly focused on the 
interactions that occur across multiple levels. 

In the area of child maltreatment, early interventions focused on the indi- 
vidual characteristics of offenders and sought to explain maltreatment in terms of 
individual pathology (National Research Council, 1993a). However, only a very 
small percentage of child abuse and neglect cases involve parental psychosis 
(Pelton, 1989); the extent of less severe mental disorders is unknown. 

More recent studies have yielded important distinctions between abusive and 
nonabusive parents in terms of expectations for their children, the extent to which 
parents view their children’s behavior as stressful, and their view of themselves 
as inadequate or incompetent parents (Wolfe, 1991; National Research Council, 
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"Victim" "Perpetrator" 

FIGURE 8-1 Systems that influence family violence and interventions to address them. 
SOURCE: Committee on the Assessment of Family Violence Interventions, National 
Research Council and Institute of Medicine, 1998. 



1993a). What is not certain is how perceptions about adequate or competent 
parenting interact with the social ecology of the family, especially under condi- 
tions of poverty and economic distress. Many cases of child abuse and neglect 
involve disruptions of childrearing that coexist with other serious problems, such 
as poverty, substance abuse, transiency, and antisocial behavior (National Re- 
search Council, 1993a). Researchers and service providers have focused atten- 
tion on the interactions between parenting behaviors and broader family or com- 
munity factors that may contribute to the abuse or neglect. 

The social ecology approach in child maltreatment interventions has stimu- 
lated interest in the need for concrete and supportive interventions for families (as 
opposed to educative and counseling interventions) to provide child care, housing 
assistance, job training, and employment referrals in addition to parenting educa- 
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tion. These services are designed to improve the safety and protection of chil- 
dren, to enhance family interactions, and to strengthen community supports for 
families; they are increasingly offered in neighborhood-based settings as well as 
at traditional agency sites. 

In a similar manner, studies of domestic violence and violence against women 
have shifted away from single-risk-factor approaches in favor of models that 
examine the interactions of factors across individual, social, and cultural domains 
(National Research Council, 1996). Domestic violence interventions in the crimi- 
nal justice system initially encouraged a search for batterer profiles, based on 
psychopathology or individual personality traits, similar to that sought for child 
maltreatment in the 1970s. In more recent years, greater reliance has been placed 
on a series of multifactor models, testing new hypotheses regarding the relation- 
ship between domestic violence and other forms of violent behavior among adults 
(National Research Council, 1996). Some of these models conceptualize all 
forms of violence against women together (rape, incest, wife battering), rather 
than emphasizing the nature of family or intimate relationships as the pathway to 
violence (Counts et al., 1992; Levinson, 1989; Dobash and Dobash, 1979). Ac- 
cordingly, domestic violence prevention advocates have emphasized the need to 
reform cultural attitudes toward gender in general and male attitudes toward 
women in particular as part of the social intervention process. Domestic violence 
interventions have also begun to stress the importance of addressing the material 
and financial needs of victims to help them to lead violence-free lives. 

Although social ecology models have been used extensively in the develop- 
ment of interventions in the health care and social services domains, until re- 
cently they have had limited utility in law enforcement. Legal interventions such 
as investigative, arrest, and prosecution policies and practices have traditionally 
focused on individual motivation, standards of evidence, and the determination 
of criminal intent and behavior. With the development of drug courts, victim 
advocacy, and community policing programs, however, law enforcement agen- 
cies now pay more attention to the social context and settings in which violence 
occurs, prompting attention to family and community factors that accompany 
incidents and patterns of violence. This broader framework has encouraged the 
development of legal interventions that seek to enhance victim safety by improv- 
ing the capacity of communities to care for their vulnerable members during 
times of distress and emergency need. In the area of domestic violence, the 
criminal justice system has been used extensively as an instrument of social 
change, designed not only to hold batterers accountable for their actions but also 
to serve as a referral source to enhance victim safety. 

In the area of elder abuse, limited attention has been given to the ecological 
context of family violence. Rather, this field remains dominated by risk assess- 
ment models that focus on single risk and protective factors in the design of 
interventions. 

The ecological framework, although still in an early stage of development, 
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suggests that some forms of family violence may share risk factors and common 
origins and thus warrant common approaches — for example, training child wel- 
fare and law enforcement officials to recognize the relationships between domes- 
tic violence and child maltreatment. Other forms of family violence result from 
interactions among particular risk factors — for example, mental disorders and 
substance abuse — that can aggravate aggressive and injurious behavior. The 
presence of multiple risk factors in a household may require targeted interven- 
tions and risk assessment approaches to identify warning signals and dangerous 
settings from which the child or offending adult should be quickly removed in the 
interest of safety. 

Achieving the right balance between comprehensive and targeted approaches 
requires knowledge of the strength of interactive relationships among the ante- 
cedents of family violence, particularly those that present extreme risks to the 
victim. Such knowledge can contribute to the development of community-based 
interventions as a form of primary prevention, an approach that can strengthen 
protective factors and reduce risk factors before cases or patterns of behavior 
require more intensive treatment. The interactive ecological models of family 
violence may have great potential for the development of theory to guide inter- 
vention efforts, but to date the research base has not developed the capacity to 
explain the multiple pathways involved. 

This process of locating the level at which an intervention is focused has 
acquired new importance with the use of performance standards and outcome 
assessments in the management of human services agencies. Standards focused 
on reducing child deaths and injuries from abuse and neglect, for example, need 
to move beyond case report measures to take account of interim indicators, such 
as the availability and use of services and other interactions that may accompany 
or precede changes in child death and intentional injury trends. This approach 
emphasizes the importance of the availability and use of parent support services, 
the density and quality of community services and resources for low-income 
families, and the consistency of messages and norms in a social setting or com- 
munity that encourage child safety and well-being and discourage the use of 
violence to resolve conflicts between spouses or in parent-child interactions. 
Evaluations of the impact of family support interventions, for example, could 
consider whether the presence and use of support services are associated with the 
patterns and level of violence in a community beyond their impact on specific 
clients or families. 



APPROACHES TO PUNISHMENT AND REHABILITATION 

The development of family violence interventions has evolved in a social 
context that stresses the importance of both punishment and rehabilitation. Pun- 
ishment is generally associated with law enforcement interventions, and it may 
include actions that are designed to deter as well as incapacitate offenders in the 
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expectation that such efforts will foster individual and community safety. Pun- 
ishment may also include acts of retribution that reflect society’s belief that 
offenders must pay for serious acts of violence that violate basic principles of 
social conduct. Components of incapacitation, retribution, and deterrence theo- 
ries are reflected in various proposals to address family violence, including man- 
datory sentencing procedures, increased prosecution and arrest practices, and 
attaching special conditions to protective orders (such as restrictions on access to 
firearms or a driver’s license). 

The criminalization of child maltreatment, domestic violence, and elder abuse 
classifies as criminal certain acts of family violence in the federal and state 
criminal and civil codes, fosters the creation of distinct categories of victims and 
perpetrators in the justice system, requires evidence of wrongdoing, and estab- 
lishes a process to remove an offender or victim from the home environment 
without unreasonable delay. The criminal justice system has traditionally been 
reluctant to impose fines, sentences, and other punitive sanctions on individuals 
charged with child maltreatment, domestic violence, or elder abuse. Such cases 
are generally regarded as difficult to substantiate and to prosecute. Supporting 
evidence is often difficult to obtain, sometimes because witnesses are not willing 
to present evidence against those with whom they share a family or intimate 
relationship. 

In contrast, the rehabilitation, or therapeutic, perspective is built around 
different assumptions that have guided the development of service interventions 
in social and health settings. This perspective often focuses on the multiple social 
problems that characterize the relationships and settings in which family violence 
occurs, such as substance abuse, unemployment, homelessness, and community 
crime. The rehabilitation approach further assumes that reducing the sources of 
stress or conflict in a family or intimate relationship will lead to more enduring 
reductions in violent behavior, although such efforts may involve extensive time 
and may require a temporary removal of the offender or victim. Rehabilitation 
interventions generally focus on changing perceptions and beliefs, such as inap- 
propriate expectations about children’s behavior or socialized belief systems that 
reflect male use of power and control over women. These multiple dysfunctions 
are seen as stressors that threaten healthy family functioning, disturb the develop- 
ment of parent-child and intimate partner relationships, and contribute to the use 
of violence in response to stressful situations. 

The rehabilitation approach recognizes that, even when acts of violence 
occur in a family or intimate relationship, the ongoing nature of the relationships 
may provide many benefits as well as potential risks. The affected parties may 
want the violence to cease, but may also want the relationships to continue. 
These dual interests can foster ambivalence and uncertainty that may discourage 
some victims from seeking assistance from police or the courts because of their 
association with punitive interventions. 

These two perspectives, which emphasize different ways of addressing the 
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problem of family violence, can lead to very different types of interventions. 
Punitive interventions in law enforcement settings have generally been reserved 
for more severe cases of family violence. The rehabilitation and support services 
associated with social and health care settings are associated with the larger 
number of cases that involve child neglect or occasional or even chronic, but 
minor, incidents of violence. The shift in attention to the social settings and 
interactive nature of family violence, however, has stimulated a broad rethinking 
of the roles of law enforcement, social services, and health care, resulting in 
innovative approaches that seek to blend the deterrent capabilities of the law with 
the treatment and support resources of health and social service providers. This 
approach includes consideration of contextual and community factors, as well as 
client history, in the disposition of individual cases. 

For example, punitive interventions, such as arrests and protective orders for 
domestic violence, can be important gateways to therapeutic treatment services 
for both offenders and victims, either as a complement or as an alternative to 
fines or incarceration. In this way, punitive interventions can take on aspects of 
respite services, providing opportunities for education, counseling, and concrete 
support services during the temporary removal of the offender. 

The use of mandatory reporting and investigative systems that are designed 
to integrate social services and law enforcement interventions are regarded as 
another effort to blend punitive and support services, enabling appropriate au- 
thority to take action against the offender if necessary and to provide appropriate 
services for the victim. However, the threshold for intervention by the legal 
system is often higher than that for social and health interventions, requiring 
evidence of, rather than risk for, harm. 

Service providers in various institutional settings must often determine which 
types of family violence cases and circumstances are appropriate for punishment 
(which includes deterrence, incapacitation, and compulsory treatment) or for 
therapeutic services (which include voluntary treatment and support programs). 
In making these distinctions, a host of ethical, legal, and economic issues arise 
that reflect competing goals and values. These issues often emerge acutely in risk 
assessment decisions and safety planning strategies, especially when the violence 
is severe, when the likelihood that it will recur is uncertain, and when the victim 
is particularly vulnerable or believed not to be competent to make decisions about 
his or her own well-being. 

One area in which law and social service interventions seek to balance con- 
cerns about punishment and rehabilitation is court oversight of batterer treatment 
programs. Some research indicates that it does increase rates of completion 
(Dutton, 1995a), and completion has been linked to reductions in violent behav- 
ior, but the extent to which court oversight increases an individual offender’s 
readiness to change remains elusive. Increasing the penalties for failure to com- 
ply with a treatment protocol is thought to ensure greater compliance and coop- 
eration with the services system, although deterrence theory recognizes that there 
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are limits to the influence over individual and group behavior of sanctions and 
controls — at some point, the perceived costs of compliance with a coercive treat- 
ment program may outweigh the benefits to be gained. Deterrence theory also 
suggests that law enforcement systems can be powerful instruments of social 
change if they hold batterers accountable for their behavior, protect victims, and 
foster deterrence throughout society. However, if law enforcement officials are 
not prepared to respond swiftly, or if resources are not available to support 
appropriate treatment services for less severe cases, the deterrent effects of the 
criminal justice response to family violence can be weakened. 

Many uncertainties remain regarding the effectiveness of voluntary and co- 
ercive treatment programs in addressing different forms of family violence. These 
uncertainties are likely to continue until new knowledge or compelling theories 
can explain the probable outcomes associated with different types of treatment 
protocols. Experimental studies are needed that can compare the participation 
and completion rates, behavioral changes, and long-term effects of voluntary and 
coercive programs. The quality of the knowledge base will also be improved by 
studies that examine whether the use of sanctions enhances participation in 
batterers treatment programs, and whether treatment programs influence victim 
safety through the surveillance and monitoring of offenders. In the interim, the 
lack of clear research guidance in this area will foster an environment character- 
ized by competing interests involving family integrity, community and victim 
safety, individual privacy, accountability, and the protection of vulnerable indi- 
viduals. 



THE ROLES OF AUTONOMY AND COMPETENCE 

Issues of autonomy and competence in family violence interventions arise in 
many settings and involve individuals who are engaged in family violence inter- 
ventions, who are at risk of family violence, and who are involved in research 
evaluation studies. These issues involve the abilities of individuals across the life 
span to determine what is in their own interest or to determine the best interests of 
children or elders whose caregivers cannot fulfill their obligations. The compro- 
mised autonomy of elders and the functional incompetence of children are often 
cited as specific examples of these issues, although questions of autonomy and 
competence arise for mature adults as well. The experience of the law enforce- 
ment system with battered women who decline to press charges or who will not 
testify against their batterers, for example, has stimulated interventions designed 
to allow police and prosecutors to proceed with legal action even if the assault 
victim or witness does not cooperate. Women who have experienced continued 
violence in their family and intimate relationships may be extremely fearful for 
their safety or that of their children. They may not perceive themselves as 
victims and may be unwilling to request or support interventions from outside 
agencies. Shifting societal norms regarding the nature of violence between inti- 
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mate partners have raised many questions regarding the extent to which law 
enforcement systems can or should intervene in cases in which victims refuse to 
hold their partners accountable for violent actions. 

In evaluations of family violence interventions, two important issues have 
emerged: the problems of coercion and of the loss of privacy, both intentional 
and unintentional. Government regulations and professional standards that guide 
research on human subjects emphasize the principle of informed consent, based 
on the premise that subjects should be informed about the purpose and nature of 
research in which they will be asked to participate and that they should have an 
opportunity to consent to — or to refuse — such participation. Informed consent 
includes the principle that research subjects (or, in research involving children 
and minors, their parents or other custodial adults) should authorize the release of 
personal data and records regarding their own behavior or health status. 

Many individuals who are the subjects of family violence interventions are 
either victims or perpetrators of child maltreatment, domestic violence, or elder 
abuse. These individuals may volunteer for treatment or support services, but in 
many cases they are referred for services without their consent. Individuals may 
also be arrested, removed from their home, or lose their rights as custodial par- 
ents as a result of court interventions. Research on family violence interventions 
therefore involves interactions with people who are in a highly vulnerable status, 
who may not be able to clearly discern distinctions between research and ser- 
vices, and who may not understand or wish to cooperate with the objectives of a 
research project. Individuals who are incarcerated, under court supervision, or 
dependent on public services may have a limited understanding of the ways in 
which they can exercise rights over the use of their personal records, or of the 
ways in which information disclosed in research interviews may be shared with 
others. This observation is particularly true when the research or evaluation 
studies are being conducted by public agencies or organizations that are involved 
in the delivery of the services. 

The report from a series of meetings on ethical issues in violence research 
conducted by the National Institute of Mental Health from 1991 to 1993 observed 
that researchers who conduct violence studies must guard against unintentionally 
pressuring people to participate (National Institute of Mental Health, 1993). Par- 
ticipants who are clients in treatment programs, therapeutic day care centers, 
probation and corrections offices, and the courts may believe that negative conse- 
quences will result if they choose not to participate in or withdraw from a study 
on family violence. For example, participants recruited from a no-cost treatment 
program may believe they will be dropped from the program or asked to pay for 
services if they do not agree to participate in a research study. 

Although the issue of confidentiality of research and the use of personal and 
public records has been examined in previous studies (National Research Coun- 
cil, 1985, 1993c), unique sensitivities arise in the context of family violence. 
Concerns involving stigma, bias, and labeling require special consideration in 
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structuring group interviews, providing guidance and referrals for victims who 
have not been reported prior to their participation in a study, and assessing medi- 
cal, child welfare, employment and police records. Furthermore, the safety of 
research subjects should be of paramount concern to the investigator. Individuals 
who are asked to participate in research studies should not be placed at greater 
risk as a result of their agreement — or refusal — to serve as a research subject. 

CULTURAL FACTORS AND COMMUNITY REPRESENTATION 

Cultural factors and community representation are important issues in dis- 
cussions of individual interventions and evaluations. Research in this area is 
based primarily on descriptive studies, and findings are preliminary in the ab- 
sence of sound empirical data. The ways in which cultural practices, social class, 
and economic opportunities interact with intimate, parenting, and caregiving prac- 
tices are only beginning to emerge in the research literature and scant attention 
has been given to them in the dynamics of family violence. 

One study of ethnographies from 90 non-Western societies found wife-beat- 
ing to be the most common form of family violence (found in 84 percent of the 
societies); physical punishment of children was found in 74 percent (Levinson, 
1989). Although wife-beating is often associated with male control of wealth and 
decision making in the household, no single theory has emerged with sufficient 
power to explain the prevalence of this phenomenon in the modern world (Counts 
et al„ 1992). 

The social isolation of families, sometimes compounded through differences 
in race, legal status, and language, can interact with cultural and ethnic practices 
to generate conflict over male-female and parent-child role expectations — con- 
flicts that in turn can stimulate the use of violence to resolve stressful situations. 
Studies of the role of cultural and ethnic practices as risk factors for family 
violence therefore need to consider the ways in which such practices interact with 
a broader set of variables involving child and family management practices and 
intimate behaviors. Efforts to focus on single ethnic practices or the authoritarian 
styles of parenting associated with some cultures can divert attention from the 
harder-to-understand ways in which culture interacts with social environments in 
a variety of settings to influence individual and family behaviors, especially 
during periods of danger, economic difficulty, and social change. The absence or 
presence of social networks that are bound by common ethnic heritage, language, 
or cultural practices is another important factor that may influence community 
responses to reports of family violence. 

The Multi-Cultural Advisory Committee of the Washington State Risk As- 
sessment Project has developed multicultural guidelines for assessing family 
strengths and risk factors in child protective services (English and Pecora, 1994). 
The guidelines help service providers differentiate child, parent, or family dys- 
function that may be caused by poverty or the environment from that due to 
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family circumstances or behaviors. However, the advisory committee cautions 
that there are limitations in current risk assessment research, and some items on 
their instrument and the scale structure have not been tested for predictive valid- 
ity for all populations. 

Another concern in this area involves issues of equity and fairness in gaining 
access to services in the conduct of research. In some disadvantaged communi- 
ties, the introduction of a family violence research study may provide direct 
services to children and families that are not usually available in the commu- 
nity such as pediatric and prenatal health care services, mental health and coun- 
seling services, and parent support programs. Many local health and social 
service agencies do not have the resources to continue such services when the 
evaluation study is completed. Community residents can become discouraged 
and develop negative perceptions of research if they believe their experiences or 
neighborhoods provide research materials without any clear benefit to those who 
reside in the community and who must remain when the researchers depart. 
Along these lines, at the February 1995 workshop for service providers organized 
by the committee as part of this study, one speaker emphasized that, in consider- 
ing the merits of community-based approaches, researchers should be attentive to 
the absence of skilled resources in many deprived neighborhoods and consider in 
advance how to prepare communities to assume the responsibility and acquire the 
resources for family support efforts, especially during periods of extreme duress 
or chronic difficulty (Thomas, 1995). 

Various mechanisms may facilitate the process of community representation 
in family violence research studies, including the creation of community advisory 
boards for research projects, the appointment of community leaders in institu- 
tional review board membership when family violence study designs are under 
review, basing the project staff in the community under study, purchasing re- 
search supplies and equipment from community-based vendors, and involving 
local students in the research activity. Such efforts would help ensure that evalu- 
ation studies are sensitive to the special needs and resources of local communi- 
ties, especially those in which ethnic minorities are overrepresented as victims of 
violence. 

Concerns about cultural factors and community representation have emerged 
in other forms of violence research as well. A study panel organized by the 
National Institutes of Health (NIH) has highlighted the need for improved coordi- 
nation and community representation mechanisms in federal violence research 
programs, especially in the formulation of research questions, study design, data 
analysis and interpretation, peer review, and training (Stone, 1993). The NIH 
panel highlighted a critical need to increase the participation of minority institu- 
tions, researchers, and organizations in studies of violence, in order to involve 
representatives from communities who are often the subjects of violence-related 
research in the processes of study design and implementation. Such involvement 
would help ensure that the research community focuses on key questions that the 
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communities affected by violence want to address. Greater community involve- 
ment may also strengthen attention to important issues relevant to ethnic and 
cultural competence in the selection of research instrumentation, the recruitment 
and retention of sample populations, and interpretation of survey responses. 

ASSESSMENT OF DANGEROUSNESS AND RISK 

The assessment of dangerousness and severity in reported cases of family 
violence has become a major issue in selecting appropriate service interventions 
and assessing their effectiveness (Limandri and Sheridan, 1995). Child and adult 
protective service providers must decide whether it is safe to leave a client in a 
setting in which abuse is likely to recur or whether to recommend alternative 
placement. Law enforcement officers and judges seek a basis for judgments 
regarding the treatment or punishment of offenders, the placement of children 
and elders, and decisions regarding custody, visitation, and probation. Clini- 
cians, counselors, and therapists have a “duty to warn” if, in their judgment, a 
patient or client is likely to inflict harm on another. 

The development of service interventions for family violence has brought 
with it a gradual shift away from clinical assessments of danger and harm, which 
can be arbitrary and unreliable (Gottfredson and Gottfredson, 1988; Monahan, 
1981), toward risk assessment instruments that are based on statistical measures 
and research on the causes of family violence. The assessment of dangerousness 
has become a major focal point in mental health law, public health, social work, 
and police and law enforcement studies, as illustrated by the work of the Network 
on Law and Mental Health of the John D. and Catherine T. MacArthur Founda- 
tion in Chicago. Monahan and Steadman (1994) have suggested seven character- 
istics to guide the next generation of research in this field: 

1. The concept of dangerousness includes several components, including 
risk factors that can predict future violence, the severity and type of violence 
being predicted (harm), and the likelihood that harm will occur (risk). 

2. An array of risk factors in multiple domains should be chosen that are 
theory-generated. 

3. Harm should be scaled in terms of seriousness and assessed with multiple 
measures. 

4. Risk should be treated as a probability estimate that changes over time 
and context. 

5. Priority should be given to actuarial research (based on statistical models) 
that establishes a relationship between risk factors and harm. 

6. Large representative samples of subjects at multiple, coordinated sites 
should participate in the research. 

7. Managing risk as well as assessing risk should be a goal of the research. 
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These characteristics have significant implications for the development of 
risk assessment instruments and decision-making processes in both social ser- 
vices and law enforcement systems. Statistical prediction depends on the con- 
struction of risk assessment instruments that can be tested for reliability and 
validity in various social settings. The development of risk assessment measures 
for family violence is still in its infancy, and the ability of such instruments to 
predict who is likely to harm or harm again has not been established. Most 
“danger assessment” measures have not been validated with different populations 
(Campbell, 1995). Such instruments establish base rates for a specific behavior, 
identify specific domains of risk factors that are thought to be predictive for 
family violence, calculate the likelihood of true and false positives, and test the 
instrument on varied populations over time to confirm its ability to discriminate 
between known abusers and a control population. 

In child maltreatment investigations and research studies, multiple risk as- 
sessment instruments are being used and they are often administered as part of a 
comprehensive needs assessment process (Campbell, 1995; Cicchinelli, 1991). 
The state of Washington, for example, has developed a research-based risk as- 
sessment instrument for child maltreatment that can assess 32 separate items 
related to individual characteristics (both parent and child), family functioning 
factors, and environmental characteristics. Caseworkers rate the importance and 
identify the “highest” risk factor in an individual case. Research is being con- 
ducted on caseworker assessments to examine which risk factors were associated 
with high overall risk ratings and more serious outcomes such as placement. 

A risk prediction instrument for cases involving sexual offenses against 
children has recently been constructed using a sample of rapists and child molest- 
ers released from a maximum security psychiatric facility (Quinsey et ah, 1995). 
The researchers found that recidivism for sexual abuse was well predicted by 
previous criminal history, psychopathy ratings, and phallometric assessment data. 
They recommend the use of the instrument to guide clinical judgment. 

In the area of domestic violence, Saunders (1995) has summarized research 
findings on risk factors that distinguish cases involving severe assault from other 
forms of intimate partner violence. Homicide predictions involving battered 
women have used several different lists of predictive factors, including 
Campbell’s danger assessment instrument, based on retrospective studies of risk 
factors in cases in which battered women killed or were seriously injured or killed 
by their abusers (Campbell, 1995). The instrument has been tested among ethni- 
cally diverse groups and has achieved sufficient statistical support for use in 
clinical settings. 

In 1991, the Navy Family Advocacy program adopted a risk assessment 
model for use in investigating reports of child abuse and domestic violence. It 
includes 23 variables grouped into 7 risk domains, which include incident charac- 
teristics, victim characteristics, alleged offender characteristics, victim-perpetra- 
tor interaction, environmental characteristics, nonoffending caretaker character- 
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istics, and nonoffending caretaker-victim interaction (English, 1995). A review 
of the literature to determine research support for the risk domains included in the 
Navy model concluded that no single factor can predict the risk of future harm, 
that risk is produced by an interaction among factors, and that the weight given to 
an individual risk factor or risk domain may vary depending on the interaction 
among factors (English, 1995). 

In the area of elder abuse, the Illinois Department on Aging has developed a 
risk assessment process to determine the extent to which a client is in danger of 
harm, injury, or loss; 23 factors are included (Neale et al., 1996). It also can be 
used after a designated time period (i.e., 90 days) and at the close of case manage- 
ment to assess change in level of risk over the period of agency involvement. 

The growing reliance on risk assessment instruments is an indication of the 
gradual integration of family violence research findings into service guidelines 
and practices. These instruments can provide important tools to guide health and 
social service and law enforcement decisions for individual clients, and they can 
make an important contribution to more effective evaluations of interventions. 

Risk assessment instruments have not been sufficiently validated, however, 
either for general or specific populations (such as age or ethnic groups). Instru- 
ments that do not recognize cultural variation or consider language or distrust of 
institutional resources as potential environmental barriers to cooperation with 
recommended services run the risk of falsely labeling certain protective behav- 
iors or attitudes as abusive when they may not be. 

The use of risk assessment instruments that have established interrater valid- 
ity in both research and service provider decisions can provide a consistent 
baseline for measuring areas of change among both victims and offenders. These 
measurements can enhance understanding of the pathways and sequences in which 
behavioral changes occur, contribute to theory-building and data collection, and 
assist with the screening of clients in evaluation studies to determine who should 
receive usual-care services (assumed to be safest), so that high-risk individuals 
are not assigned to innovative but unevaluated interventions. 



The recognition that no single risk factor can explain or predict the majority 
of cases of family violence, and no single service program or system can be 
responsible for treatment and prevention, has stimulated numerous efforts to 
integrate services and research studies, but the complexity of this task in address- 
ing family violence is daunting. The need for efforts that can offer individual and 
group support, as well as assess for dangerousness and risk in the development of 
service systems, requires consideration of a broad range of social science, health, 
and law enforcement research, including clinical research findings based on case 
reports as well as community-based studies that can identify broad trends in 
groups and neighborhoods. 



CONCLUSIONS 
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New emphasis is being given to the role of cultural norms, social networks, 
and community change in shaping individual behavior, family and other relation- 
ship practices, and service system designs. These new areas of research, in turn, 
are stimulating the involvement of local community representatives in evaluation 
studies and experimentation with innovative study designs, data collection ef- 
forts, and the testing of instrumentation. 

The next generation of interventions and evaluations in the field of family 
violence, especially in the area of comprehensive community services, is likely 
to focus attention on the ways in which different service systems provide consis- 
tent or contradictory messages in their interactions with clients and communities. 
Fundamental differences in attitudes and beliefs about the causes and conse- 
quences of family violence, and the purpose and roles of different service sectors, 
can be expected to provoke discussions about the relative importance — and tim- 
ing — of punishment, oversight, rehabilitation, retribution, deterrence, treatment, 
and the use of mandatory and voluntary services in addressing child maltreat- 
ment, domestic violence, and elder abuse. 

These discussions will benefit from research studies and exchanges among 
researchers and service providers to clarify areas in which the knowledge base is 
strong enough to guide agency practices and, when appropriate, establish perfor- 
mance standards to assess their effectiveness. The shift from practices based on 
ideology and habit to ones that are shaped by empirical research will not be easy; 
many conflicts can be expected to emerge when research findings diverge from 
conventional wisdom in areas such as child protection, batterer treatment, victim 
safety, and community well-being, or when research instruments are not strong 
enough to capture hard-to-measure factors that influence interactions among in- 
dividuals, families, and communities. Concerns for privacy, autonomy, justice, 
and care for vulnerable individuals and groups will require particular consider- 
ation in the development of measures of risk assessment and dangerousness that 
are compatible with community norms and general principles of social gover- 
nance. 

The absence of minority researchers involved in evaluation studies in this 
field is problematic. Improving the situation will require special attention to 
training programs, research opportunities, minority research supplement efforts, 
and career development strategies to diversify the ethnic and cultural representa- 
tion of the research expertise focused on family violence. 

Finally, it is important to clarify the ethical principles that can provide design 
strategies for research investigators as they probe more deeply into the parenting 
practices, intimate relationships, service use patterns, and social networks of 
those who are affected by violence in families. 



9 



Conclusions and Recommendations 



The problems of child maltreatment, domestic violence, and elder abuse 
have generated hundreds of separate interventions in social service, health, and 
law enforcement settings. This array of interventions has been driven by the 
urgency of the different types of family violence, client needs, and the responses 
of service providers, advocates, and communities. The interventions now consti- 
tute a broad range of institutional services that focus on the identification, treat- 
ment, prevention, and deterrence of family violence. 

The array of interventions that is currently in place and the dozens of differ- 
ent types of programs and services associated with each intervention represent a 
valuable body of expertise and experience that is in need of systematic scientific 
study to inform and guide service design, treatment, prevention, and deterrence. 
The challenge for the research community, service providers, program sponsors, 
and policy makers is to develop frameworks to enhance critical analyses of cur- 
rent strategies, interventions, and programs and identify next steps in addressing 
emerging questions and cross-cutting issues. Many complexities now character- 
ize family violence interventions and challenge the development of rigorous 
scientific evaluations. These complexities require careful consideration in the 
development of future research, service improvements, and collaborative efforts 
between researchers and service providers. Examples of these complexities are 
illustrative: 

« The interventions now in place in communities across the nation focus 
services on discrete and isolated aspects of family violence. They address differ- 
ent aspects of child maltreatment, domestic violence, and elder abuse. Some 
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interventions have an extensive history of experience, and others are at a very 
early stage of development. 

° Many interventions have not been fully implemented because of limited 
funding or organizational barriers. Thus in many cases it is too early to expect 
that research can determine whether a particular intervention or strategy (such as 
deterrence or prevention) is effective because the intervention may not yet have 
sufficient strength to achieve its intended impact. 

• The social and institutional settings of many interventions present impor- 
tant challenges to the design of systematic scientific evaluations. The actual 
strength or dosage of a particular program can be directly influenced by local or 
national events that stimulate changes in resources, budgets, and personnel fac- 
tors that influence its operation in different service settings. Variations in service 
scope or intensity caused by local service practices and social settings are impor- 
tant sources of “noise” in cross-site research studies; they can directly affect 
evaluation studies in such key areas as definitions, eligibility criteria, and out- 
come measures. 

• Emerging research on the experiences of family violence victims and 
offenders suggests that this is a complex population composed of different types 
of individuals and patterns of behavior. Evaluation studies thus need to consider 
the types of clients served by particular services, the characteristics of those who 
benefited from them, and the attributes of those who were resistant to change. 

In this chapter the committee summarizes its overall conclusions and pro- 
poses policy and research recommendations. A key question for the committee 
was whether and when the research evidence is sufficient to guide a critical 
examination of particular interventions. In some areas, the body of research is 
sufficient to inform policy choices, program development, evaluation research, 
data collection, and theory-building; the committee makes recommendations for 
current policies and practices in these areas below. In other areas, although the 
research base is not yet mature enough to guide policy and program development, 
some interventions are ready for rigorous evaluation studies. For this second tier 
of interventions, the committee makes recommendations for the next generation 
of evaluation studies. The committee then identifies a set of four topics for basic 
research that reflect current insights into the nature of family violence and trends 
in family violence interventions. A final section makes some suggestions to 
increase the effectiveness of collaborations between researchers and service pro- 
viders. 



CONCLUSIONS 

The committee’s conclusions are derived from our analysis of the research 
literature and discussions with service providers in the workshops and site visits, 
rather than from specific research studies. This analysis takes a client-oriented 
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approach to family violence interventions, which means that we focus on how 
existing services in health, social services, and law enforcement settings affect 
the individuals who come in contact with them. 

1 . The urgency of the need to respond to the problem of family violence and 
the paucity of research to guide service interventions have created an environ- 
ment in which insights from small-scale studies are often adopted into policy and 
professional practice without sufficient independent replication or reflection on 
their possible shortcomings. Rigorous evaluations of family violence interven- 
tions are confined, for the most part, to small or innovative programs that provide 
an opportunity to develop a comparison or control study, rather than focusing on 
the major existing family violence interventions. 

This situation has fostered a series of trial -and-error experiences in which a 
promising intervention is later found to be problematic when employed with a 
broader and more varied population. Major treatment and prevention interven- 
tions, such as child maltreatment reporting systems, casework, protective orders, 
and health care for victims of domestic violence, battered women’s shelters, and 
elder abuse interventions of all types, have not been the subjects of rigorous 
evaluation studies. The programmatic and policy emphasis on single interven- 
tions as panaceas to the complex problems of family violence, and the lack of 
sufficient opportunity for learning more about the service interactions, client 
characteristics, and contextual factors that could affect the impact of different 
approaches, constitute formidable challenges to the improvement of the knowl- 
edge base and prevention and treatment interventions in this field. 

2. In all areas of family violence, after-the-fact services predominate over 
preventive interventions. For child maltreatment and elder abuse, case identifica- 
tion and investigative services are the primary form of intervention; services 
designed to prevent, treat, or deter family violence are relatively rare in social 
service, health, and criminal justice settings (with the notable exceptions of foster 
care and family preservation services). For domestic violence, interventions 
designed to treat victims and offenders and deter future incidents of violence are 
more common, but preventive services remain relatively underdeveloped. 

The current array of family violence interventions (especially in the areas of 
child maltreatment and elder abuse) is a loosely coupled network of individual 
programs and services that are highly reactive in nature, focused primarily on the 
detection of specific cases. It is a system largely driven by events, rather than one 
that is built on theory, research, and data collection. Interventions are oriented 
toward the identification of victims and the substantiation and documentation of 
their experiences, rather than the delivery of recommended services to reduce the 
incidence and consequences of family violence in the community overall. As a 
result, enormous resources are invested to develop evidence that certain victims 
or offenders need treatment, legal action, or other interventions, and compara- 
tively limited funds are available for the treatment and support services them- 
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selves — a situation that results in lengthy waiting lists, discretionary decision- 
making processes in determining which cases are referred for further action, and 
extensive variation in a service system’s ability to match clients with appropriate 
interventions. 

3. The duration and intensity of the mental health and social support services 
needed to influence behaviors that result from or contribute to family violence 
may be greater than initially estimated. Family violence treatment and preven- 
tive interventions that focus on single incidents and short periods of support 
services, especially in such areas as parenting skills, mental health, and batterer 
treatment, may be inadequate to deal with problems that are pervasive, multiple, 
and chronic. Many programs for victims involve short-term treatment services — 
less than 6 weeks. Services for offenders are also typically of short duration. Yet 
research suggests that short-term programs designed to alter violent behavior are 
often the least likely to succeed, because of the difficulties of changing behavior 
that has persisted for a period of years and has become part of an established 
pattern in relationships. Efforts to address fundamental sources of conflict, stress, 
and violence that occur repeatedly over time within the family environment may 
require extensive periods of support services to sustain the positive effects 
achieved in short-term interventions. 

4. The interactive nature of family violence interventions constitutes a major 
challenge to the evaluation of interventions because the presence or absence of 
policies and programs in one domain may directly affect the implementation and 
outcomes of interventions in another. Research suggests that the risk and protec- 
tive factors for child maltreatment, domestic violence, and elder abuse interact 
across multiple levels. The uncoordinated but interactive system of services 
requires further attention and consideration in future evaluation studies. Such 
evaluations need to document the presence and absence of services that affect 
members of the same family unit but offer treatment for specific problems in 
separate institutions characterized by different service philosophies and resources. 

For example, factors such as court oversight or mandatory referrals may 
influence individual participation in treatment services and the outcomes associ- 
ated with such participation. The culture and resources of one agency can influ- 
ence the quality and timing of services offered by another. Yet little information 
is available regarding the extent or quality of interventions in a community. 
Clients who receive multiple interventions (especially children) are often not 
followed through different service settings. Limited information is available to 
distinguish key features of innovative interventions from those usually offered in 
a community; to describe the stages of implementation of specific family vio- 
lence programs, interventions, or strategies; to explain rates of attrition in the 
client base; or to capture case characteristics that influence the ways in which 
clients are selected for specific treatment programs. 

5. The emergence of secondary prevention interventions specifically tar- 
geted to serve children, adults, and communities with characteristics that are 
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thought to place them at greater risk of family violence than the general popula- 
tion, along with the increasing emphasis on the need for integration and coordina- 
tion of services, has the potential to achieve significant benefits. However, the 
potential of these newer interventions to reduce the need for treatment or other 
support services over the lifetime of the client has not yet been proven for large 
populations. 

Secondary preventive interventions, such as those serving children exposed 
to domestic violence, have the potential to reduce future incidents of family 
violence and to reduce the existing need for services in such areas as recovery 
from trauma, substance abuse, juvenile crime, mental health and health care. 
However, evaluation studies are not yet available to determine the value of pre- 
ventive interventions for large populations in terms of reduction of the need for 
treatment or other support services over a client’s lifetime. 

The shortage of service resources and the emphasis on reactive, short-term 
treatment have directed comparatively little attention to interventions for people 
who have experienced or perpetrated violent behavior but who have not yet been 
reported or identified as offenders or victims. Efforts to achieve broader systemic 
collaboration, comprehensive service integration, and proactive interventions re- 
quire attention to the appropriate balance among enforcement, treatment, and 
prevention interventions in addressing family violence at both state and national 
levels. Such efforts also need to be responsive to the particular requirements of 
diverse ethnic communities with special needs or unique resources that can be 
mobilized in the development of preventive interventions. Because they extend 
to a larger population than those currently served by treatment centers, secondary 
prevention efforts can be expensive; their benefits may not become apparent until 
many years after the intervention occurs. 

6. Policy leadership is needed to help integrate family violence treatment, 
enforcement and support actions, and preventive interventions and also to foster 
the development of evaluations of comprehensive and cross-problem interven- 
tions that have the capacity to consider outcomes beyond reports of future violent 
behavior. 

7. Creative research methodologies are also needed to examine the separate 
and combined effects of cross-problem service strategies (such as the treatment 
of substance abuse and family violence), follow individuals and families through 
multiple service interventions and agency settings, and examine factors that may 
play important mediating roles in determining whether violence will occur or 
continue (such as the use of social networks and support services and the threat of 
legal sanctions). 

Most evaluations seek to document whether violent behavior decreased as a 
result of the intervention, an approach that often inhibits attention to other factors 
that may play important mediating roles in determining whether violence will 
occur. The individual victim or offender is the focus of most interventions and 
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the unit of analysis in evaluation studies, rather than the family or the community 
in which the violence occurred. 

Integrated approaches have the potential to illuminate the sequences and 
ways in which different experiences with violence in the family do and do not 
overlap with each other and with other kinds of violence. This research approach 
requires time to mature; at present, it is not strong enough to determine the 
strengths or limitations of strategies that integrate different forms of family vio- 
lence compared with approaches that focus on specific forms of family violence. 
Service integration efforts focused on single forms of family violence may have 
the potential to achieve greater impact than services that disregard the interactive 
nature of this complex behavior, but this hypothesis also remains unproven. 

RECOMMENDATIONS FOR 
CURRENT POLICIES AND PRACTICES 

It is premature to offer policy recommendations for most family violence 
interventions in the absence of a research base that consists of well-designed 
evaluations. However, the committee has identified two areas (home visitation 
and family preservation services) in which a rigorous set of studies offers impor- 
tant guidance to policy makers and service providers. In four other areas (report- 
ing practices, batterer treatment programs, record keeping, and collaborative law 
enforcement approaches) the committee has drawn on its judgment and delibera- 
tions to encourage policy makers and service providers to take actions that are 
consistent with the state of the current research base. 

These six interventions were selected for particular attention because (1) 
they are the focus of current policy attention, service evaluation, and program 
design; (2) a sufficient length of time has elapsed since the introduction of the 
intervention to allow for appropriate experience with key program components 
and measurement of outcomes; (3) the intervention has been widely adopted or is 
under consideration by a large number of communities to warrant its careful 
analysis; and (4) the intervention has been described and characterized in the 
research literature (through program summaries or case studies). 



Reporting Practices 

All 50 states have adopted laws requiring health professionals and other 
service providers to report suspected child abuse and neglect. Although state 
laws vary in terms of the types of endangerment and evidentiary standards that 
warrant a report to child protection authorities, each state has adopted a procedure 
that requires designated professionals — or, in some states, all adults — to file a 
report if they believe that a child is a victim of abuse or neglect. Mandatory 
reporting is thought to enhance early case detection and to increase the likelihood 
that services will be provided to children in need. 
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For domestic violence, mandatory reporting requirements for professional 
groups like health care providers have been adopted by the state of California and 
are under consideration in several other states. Mandatory reports are seen as a 
method by which offenders who abuse multiple partners can be identified through 
the health care community for law enforcement purposes. Early detection is 
assumed to lead to remedies and interventions that will prevent further abuse by 
holding the abuser accountable and helping to mitigate the consequences of fam- 
ily violence. 

Critics have argued that mandatory reporting requirements may damage the 
confidentiality of the therapeutic relationship between health professionals and 
their clients, disregard the knowledge and preferences of the victim regarding 
appropriate action, potentially increase the danger to victims when sufficient 
protection and support are not available, and ultimately discourage individuals 
who wish to seek physical or psychological treatment from contacting and dis- 
closing abuse to health professionals. In many regions, victim support services 
are not available or the case requires extensive legal documentation to justify 
treatment for victims, offenders, and families. 

For elder abuse, 42 states have mandatory reporting systems. Several states 
have opted for voluntary systems after conducting studies that considered the 
advantages and disadvantages of voluntary and mandatory reporting systems, on 
the grounds that mandatory reports do not achieve significant increases in the 
detection of elder abuse cases. 

In reviewing the research base associated with the relationship between re- 
porting systems and the treatment and prevention of family violence, the commit- 
tee has observed that no existing evaluation studies can demonstrate the value of 
mandatory reporting systems compared with voluntary reporting procedures in 
addressing child maltreatment or domestic violence. For elder abuse, studies 
suggest that a high level of public and professional awareness and the availability 
of comprehensive services to identify, treat, and prevent violence is preferable to 
reporting requirements in improving rates of case detection. 

The absence of a research base to support mandatory reporting systems 
raises questions as to whether they should be recommended for all areas of family 
violence. The impact of mandatory reporting systems in the area of child mal- 
treatment and elder abuse remains unexamined. The committee therefore sug- 
gests that it is important for the states to proceed cautiously at this time and to 
delay adopting a mandatory reporting system in the area of domestic violence, 
until the positive and negative impacts of such a system have been rigorously 
examined in states in which domestic violence reports are now required by law. 

Recommendation 1: The committee recommends that states initiate 
evaluations of their current reporting laws addressing family violence to 
examine whether and how early case detection leads to improved outcomes 
for the victims or families and promote changes based on sound research. In 
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particular, the committee recommends that states refrain from enacting 
mandatory reporting laws for domestic violence until such systems have 
been tested and evaluated by research. 

In dealing with family violence that involves adults, federal and state gov- 
ernment agencies should reconsider the nature and role of compulsory reporting 
policies. In the committee’s view, mandatory reporting systems have some 
disadvantages in cases involving domestic violence, especially if the victim ob- 
jects to such reports, if comprehensive community protections and services are 
not available, and if the victim is able to gain access to therapeutic treatment or 
support services in the absence of a reporting system. 

The dependent status of young children and some elders provides a stronger 
argument in favor of retaining mandatory reporting requirements where they do 
exist. However, the effectiveness of reporting requirements depends on the avail- 
ability of resources and service personnel who can investigate reports and refer 
cases for appropriate treatment, as well as clear guidelines for processing reports 
and determining which cases qualify for services. Greater discretion may be 
advised when the child and family are able to receive therapeutic treatment from 
health care or other service providers and when community resources are not 
available to respond appropriately to their cases. The treatment of adolescents 
especially requires major consideration of the pros and cons of mandatory report- 
ing requirements. Adolescent victims are still in a vulnerable stage of develop- 
ment: they may or may not have the capacity to make informed decisions regard- 
ing the extent to which they wish to invoke legal protections in dealing with 
incidents of family violence in their homes. 



Batterer Treatment Programs 

Four key questions characterize current policy and research discussions about 
the efficacy of batterer treatment, one of the most challenging problems in the 
design of family violence interventions: Is treatment preferable to incarceration, 
supervised probation, or other forms of court oversight for batterers? Does 
participation in treatment change offenders’ attitudes and behavior and reduce 
recidivism? Does the effectiveness of treatment depend on its intensity, duration, 
or the voluntary or compulsory nature of the program? Is treatment what creates 
change, or is change in behavior reduced by multiple interventions, such as arrest, 
court monitoring of client participation in treatment services, and victim support 
services? 

Descriptive research studies suggest that there are multiple profiles of batter- 
ers, and therefore one generic approach is not appropriate for all offenders. Treat- 
ment programs may be helpful in changing abusive behavior when they are part 
of an overall strategy designed to recognize and reduce violence in a relationship, 
when the batterer is prepared to leam how to control aggressive impulses, and 
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when the treatment plan emphasizes victim safety and provides for frequent 
interactions with treatment staff. 

Research on the effectiveness of treatment programs suggests that the major- 
ity of subjects who complete court-ordered treatment programs do learn basic 
cognitive and behavioral principles taught in their course. However, such learn- 
ing requires appropriate program content and client participation in the program 
for a sufficient time to complete the necessary training. Very few studies have 
examined matched groups of violent offenders who are assigned to treatment and 
control groups or comparison groups (such as incarceration or work-release). As 
a result, the comparative efficacy of treatment is unknown in reducing future 
violence. Differing client populations and differing forms of court oversight are 
particularly problematic factors that inhibit the design of rigorous evaluation 
studies in this field. 

The absence of strong theory and common measures to guide the develop- 
ment of family violence treatment regimens, the heterogeneity of offenders (in- 
cluding patterns of offending and readiness to change) who are the subjects of 
protective orders or treatment, and low rates of attendance, completion, and 
enforcement are persistent problems that affect both the evaluation of the inter- 
ventions and efforts to reduce the violence. A few studies suggest that court 
oversight does appear to increase completion rates, which have been linked to 
enhanced victim safety in the area of domestic violence, but increased comple- 
tion rates have not yet led to a discernible effect on recidivism rates in general. 

Further evaluations are needed to examine the outcomes associated with 
different approaches and programmatic themes (such as cognitive-behavioral 
principles: issues of power, control, and gender; personal accountability). Com- 
pletion rates have been used as an interim outcome to measure the success of 
batterer treatment programs; further studies are needed to determine if completers 
can be identified readily, if program completion by itself is a critical factor in 
reducing recidivism, and if participation in a treatment program changes the 
nature, timing, and severity of future violent behavior. 

The current research base is inadequate to identify the conditions under 
which mandated referrals to batterer treatment programs offer a clear advantage 
over incarceration or untreated probation supervision in reducing recidivism for 
the general population of male offenders. Court officials should monitor closely 
the attendance, participation, and completion rates of offenders who are referred 
to batterer treatment programs in lieu of more punitive sentences. Treatment staff 
should inform law enforcement officials of any significant behavior by the of- 
fender that might represent a threat to the victim. Mandated treatment referrals 
may be effective for certain types of batterers, especially if they increase comple- 
tion rates. The research is inconclusive, however, as to which types of individu- 
als should be referred for treatment rather than more punitive sanctions. In 
selecting individuals for treatment, attention should be given to client history 
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(first-time offenders are more likely to benefit), motivation for treatment, and 
likelihood of completion. 

Mandated treatment referrals for batterers do appear to provide benefits to 
victims, such as intensive surveillance of offenders, an interlude to allow plan- 
ning for safety and victim support, and greater community awareness of the 
batterer’ s behavior. These outcomes may interact to deter and reduce domestic 
violence in the community, even if a treatment program does not alter the behav- 
ior of a particular batterer. Treatment programs that include frequent interactions 
between staff and victims also provide a means by which staff can help educate 
victims about danger signals and support them in efforts to obtain greater protec- 
tion and legal safeguards, if necessary. 

Recommendation 2: In the absence of research that demonstrates that a 
specific model of treatment can reduce violent behavior for many domestic 
violence offenders, courts need to put in place early warning systems to 
detect failure to comply with or complete treatment and signs of new abuse 
or retaliation against victims, as well as to address unintended or inadvert- 
ent results that may arise from the referral to or experience with treatment. 

Further research evaluation studies are needed to review the outcomes for 
both offenders and victims associated with program content and levels of inten- 
sity in different treatment models. This research will help indicate whether 
treatment really helps and what mix of services are more helpful than others. 
Improved research may also help distinguish those victims and offenders for 
whom particular treatments are most beneficial. 



Record Keeping 

Since experience with family violence appears to be associated with a wide 
range of health problems and social service needs, service providers are recogniz- 
ing the importance of documenting abuse histories in their client case records. 
The documentation in health and social service records of abuse histories that are 
self-reported by victims and offenders can help service providers and researchers 
to determine if appropriate referrals and services have been made and the out- 
comes associated with their use. The exchange of case records among service 
providers is essential to the development of comprehensive treatment programs, 
continuity of care, and appropriate follow-up for individuals and families who 
appear in a variety of service settings. Such exchanges can help establish greater 
accountability by service systems for responding to the needs of identifiable 
victims and offenders; health and social service records can also provide appro- 
priate evidence for legal actions, in both civil and criminal courts and child 
custody cases. 

Research evaluations of service interventions often require the use of anony- 
mous case records. The documentation of family violence in such records will 
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enhance efforts to improve the quality of evaluations and to understand more 
about patterns of behavior associated with violent behaviors and victimization 
experiences. Although documentation of abuse histories can improve evalua- 
tions and lead to integrated service responses, such procedures require safeguards 
so that individuals are not stigmatized or denied therapeutic services on the basis 
of their case histories. Insurance discrimination, in particular, which may pre- 
clude health care coverage if abuse is judged to be a preexisting condition, re- 
quires attention to ensure that professional services are not diminished as a result 
of voluntary disclosures. Creative strategies are needed to support integrated 
service system reviews of medical, legal, and social service case records in order 
to enhance the quality and accountability of service responses. Such reviews will 
need to meet the expectations of privacy and confidentiality of both individual 
victims and the community, especially in cases in which maltreatment reports are 
subsequently regarded as unfounded. 

Documentation of abuse histories that are voluntarily disclosed by victims or 
offenders to health care professionals and social service providers must be distin- 
guished from screening efforts designed to trigger such disclosures. The commit- 
tee recommends screening as a strong candidate for future evaluation studies (see 
discussion in the next section). 

Recommendation 3: The committee recommends that health and social 
service providers develop safeguards to strengthen their documentation of 
abuse and histories of family violence in both individual and group records, 
regardless of whether the abuse is reported to authorities. 

The documentation of histories of family violence in health records should 
be designed to record voluntary disclosures by both victims and offenders and to 
enhance early and coordinated interventions that can provide a therapeutic re- 
sponse to experiences with abuse or neglect. Safeguards are required, however, 
to ensure that such documentation does not lead to stigmatization, encourage 
discriminatory practices, or violate assurances of privacy and confidentiality, 
especially when individual histories become part of patient group records for 
health care providers and employers. 



In the committee’s view, collaborative law enforcement strategies that create 
a web of social control for offenders are an idea worth testing to determine if such 
efforts can achieve a significant deterrent effect in addressing domestic violence. 
Collaborative strategies include such efforts as victim support and offender track- 
ing systems designed to increase the likelihood that domestic violence cases will 
be prosecuted when an arrest has been made, that sanctions and treatment ser- 
vices will be imposed when evidence exists to confirm the charges brought against 
the offender, and that penalties will be invoked for failure to comply with treat- 
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ment conditions. The attraction of collaborative strategies is based on their 
potential ability to establish multiple interactions with offenders across a large 
domain of interactions that reinforce social standards in the community and es- 
tablish penalties for violations of those standards. Creating the deterrent effect, 
however, requires extensive coordination and reciprocity between victim support 
and offender monitoring efforts involving diverse sectors of the law enforcement 
community. These efforts may be difficult to implement and evaluate. Further 
studies are needed to determine the extent to which improved collaboration among 
police officers, prosecutors, and judges will lead to improved coordination and 
stronger sanctions for offenders and a reduction in domestic violence. 

The absence of empirical research findings of the results of a collaborative 
law enforcement approach in addressing domestic violence makes it difficult to 
compare the costs and benefits of increased agency coordination with those 
achieved by a single law enforcement strategy (such as arrest) in dealing with 
different populations of offenders and victims. Even though relatively few cases 
of arrest are made for any form of family violence, arrest is the most common and 
most studied form of law enforcement intervention in this area. Research studies 
conducted in the 1980s on arrest policies in domestic violence cases are the 
strongest experimental evaluations to date of the role of deterrence in family 
violence interventions. These experiments indicate that arrest may be effective 
for some, but not most, batterers in reducing subsequent violence by the offender. 
Some research studies suggest that arrest may be a deterrent for employed and 
married individuals (those who have a stake in social conformity) and may lead to 
an escalation of violence among those who do not, but this observation has not 
been tested in studies that could specifically examine the impact of arrest in 
groups that differ in social and economic status. The differing effects (in terms of 
a reduction of future violence) of arrest for employed/unemployed and married/ 
unmarried individuals raise difficult questions about the reliance of law enforce- 
ment officers on arrest as the sole or central component of their response to 
domestic violence incidents in communities where domestic violence cases are 
not routinely prosecuted, where sanctions are not imposed by the courts, or where 
victim support programs are not readily available. 

The implementation of proarrest policies and practices that would discrimi- 
nate according to the risk status of specific groups is challenged by requirements 
for equal protection under the law. Law enforcement officials cannot tailor arrest 
policies to the marital or employment status of the suspect or other characteristics 
that may interact with deterrence efforts. Specialized training efforts may help 
alleviate the tendency of police officers to arrest both suspect and victim, how- 
ever, and may alert law enforcement personnel to the need to review both crimi- 
nal and civil records in determining whether an arrest is advisable in response to 
a domestic violence case. 

Two additional observations merit consideration in examining the deterrent 
effects of arrest. First, in the research studies conducted thus far, the implemen- 
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tation of legal sanctions was minimal. Most offenders in the replication studies 
were not prosecuted once arrested, and limited legal sanctions were imposed on 
those cases that did receive a hearing. Some researchers concluded that stronger 
evidence of effectiveness might be obtained from proarrest policies if they are 
implemented as part of a law enforcement strategy that expands the use of puni- 
tive sanctions for offenders — including conviction, sentencing, and intensive su- 
pervised probation. 

Second is the issue of reciprocity between formal sanctions against the of- 
fender and informal support actions for the victims of domestic violence. The 
effects of proarrest policies may depend on the extent to which victims have 
access to shelter services and other forms of support, demonstrating the interac- 
tive dimensions of community interventions. A mandatory arrest policy, by 
itself, may be an insufficient deterrent strategy for domestic violence, but its 
effectiveness may be enhanced by other interventions that represent coordinated 
law enforcement efforts to deter domestic violence — including the use of protec- 
tive orders, victim advocates, and special prosecution units. Coordinated efforts 
may help reduce or prevent domestic violence if they represent a collaborative 
strategy among police, prosecutors, and judges that improves the certainty of the 
use of sanctions against batterers. 

Recommendation 4: Collaborative strategies among caseworkers, po- 
lice, prosecutors, and judges are recommended as law enforcement interven- 
tions that have the potential to improve the batterer’s compliance with treat- 
ment as well as the certainty of the use of sanctions in addressing domestic 
violence. 

The impact of single interventions (such as mandatory arrest policies) is 
difficult to discern in the research literature. Such practices by themselves can 
neither be recommended nor rejected as effective measures in addressing domes- 
tic violence on the basis of existing research studies. 



Home visitation and family support programs constitute one of the most 
promising areas of child maltreatment prevention. Studies in this area have 
experimented with different levels of treatment intensity, duration, and staff ex- 
pertise. For home visitation, the findings generally support the principle that 
early intervention with mothers who are at risk of child maltreatment makes a 
difference in child outcomes. Such interventions may be difficult to implement 
and maintain over time, however, and their effectiveness depends on the willing- 
ness of the parents to participate. Selection criteria for home visitation should be 
based on a combination of social setting and individual risk factors. 

In their current form, home visitation programs have multiple goals, only one 
of which is the prevention of child abuse and neglect. Home visitation and family 
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support programs have traditionally been designed to improve parent-child rela- 
tions with regard to family functioning, child health and safety, nutrition and 
hygiene, and parenting practices. American home visiting programs are derived 
from the British system, which relies on public health nurses and is offered on a 
universal basis to all parents with young children. Resource constraints, how- 
ever, have produced a broad array of variations in this model; most programs in 
the United States are now directed toward at-risk families who have been re- 
ported to social services or health agencies because of prenatal health risks or 
risks for child maltreatment. Comprehensive programs provide a variety of ser- 
vices, including in-home parent education and prenatal and early infant health 
care, screening, referral to and, in some cases, transportation to social and health 
services. Positive effects include improved childrearing practices, increased so- 
cial supports, utilization of community services, higher birthweights, and longer 
gestation periods. 

Researchers have identified improvements in cognitive and parenting skills 
and knowledge as evidence of reduced risk for child maltreatment; they have also 
documented lower rates of reported child maltreatment and number of visits to 
emergency services for home-visited families. The benefits of home visitation 
appear most promising for young, first-time mothers who delay additional preg- 
nancies and thus reduce the social and financial stresses that burden households 
with large numbers of young children. Other benefits include improved child 
care for infants and toddlers and an increase in knowledge about the availability 
of community services for older children. The intervention has not been demon- 
strated to have benefits for children whose parents abuse drugs or alcohol or those 
who are not prepared to engage in help-seeking behaviors. The extent to which 
home visitation benefits families with older children, or families who are already 
involved in abusive or neglectful behaviors, remains uncertain. 

Recommendation 5: As part of a comprehensive prevention strategy for 
child maltreatment, the committee recommends that home visitation pro- 
grams should be particularly encouraged for first-time parents living in 
social settings with high rates of child maltreatment reports. 

The positive impact of well-designed home visitation interventions has been 
demonstrated in several evaluation studies that focus on the role of mothers in 
child health, development, and discipline. The committee recommends their use 
in a strategy designed to prevent child maltreatment. Home visitation programs 
do require additional evaluation research, however, to determine the factors that 
may influence their effectiveness. Such factors include (1) the conditions under 
which home visitation should be provided as part of a continuum of family 
support programs, (2) the types of parenting behaviors that are most and least 
amenable to change as a result of home visitation, (3) the duration and intensity 
of services (including amounts and types of training for home visitors) that are 
necessary to achieve positive outcomes for high-risk families, (4) the experience 
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of fathers in general and of families in diverse ethnic communities in particular 
with home visitation interventions, and (5) the need for follow-up services once 
the period of home visitation has ended. 



Intensive family preservation services represent crisis-oriented, short-term, 
intensive case management and family support programs that have been intro- 
duced in various communities to improve family functioning and to prevent the 
removal of children from the home. The overall goal of the intervention is to 
provide flexible forms of family support to assist with the resolution of circum- 
stances that stimulated the child placement proposal, thus keeping the family 
intact and reducing foster care placements. 

Eight of ten evaluation studies of selected intensive family preservation 
service programs (including five randomized trials and five quasi-experimental 
studies) suggest that, although these services may delay child placement for 
families in the short term, they do not show an ability to resolve the underlying 
family dysfunction that precipitated the crisis or to improve child well-being or 
family functioning in most families. However, the evaluations have shortcom- 
ings, such as poorly defined assessment of child placement risk, inadequate de- 
scriptions of the interventions provided, and nonblinded determination of the 
assignment of clients to treatment and control groups. 

Intensive family preservation services may provide important benefits to the 
child, family, and community in the form of emergency assistance, improved 
family functioning, better housing and environmental conditions, and increased 
collaboration among discrete service systems. Intensive family preservation ser- 
vices may also result in child endangerment, however, when a child remains in a 
family environment that threatens the health or physical safety of the child or 
other family members. 

Recommendation 6: Intensive family preservation services represent an 
important part of the continuum of family support services, but they should 
not be required in every situation in which a child is recommended for out- 
of-home placement. 

Measures of health, safety, and well-being should be included in evaluations 
of intensive family preservation services to determine their impact on children’s 
outcomes as well as placement rates and levels of family functioning, including 
evidence of recurrence of abuse of the child or other family members. There is a 
need for enhanced screening instruments that can identify the families who are 
most likely to benefit from intensive short-term services focused on the resolu- 
tion of crises that affect family stability and functioning. 

The value of appropriate post-reunification (or placement) services to the 
child and family to enhance coping and the ability to make a successful transition 
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toward long-term adjustment also remains uncertain. The impact of post-reunifi- 
cation or post-placement services needs to be considered in terms of their relative 
effects on child and family functioning compared with the use of intensive family 
preservation services prior to child removal. In some situations, one or the other 
type of services might be recommended; in other cases, they might be used in 
some combination to achieve positive outcomes. 

RECOMMENDATIONS FOR THE NEXT 
GENERATION OF EVALUATIONS 

Determining which interventions should be selected for rigorous and in- 
depth evaluations in the future will acquire increased importance as the array of 
family violence interventions expands in social services, law, and health care 
settings. For this reason, clear criteria and guiding principles are necessary to 
guide sponsoring agencies in their efforts to determine which types of interven- 
tions are suitable for evaluation research. Recognizing that all promising inter- 
ventions cannot be evaluated, public and private agencies need to consider how to 
invest research resources in areas that show programmatic potential as well as an 
adequate research foundation. Future allocations of research investments may 
require agencies to reorganize or to develop new programmatic and research 
units that can inform the process of selecting interventions for future evaluation 
efforts, determine the scope of adequate funding levels, and identify areas in 
which program integration or diversity may contribute to a knowledge base that 
can inform policy, practice, and research. Such agencies may also consider how 
to sustain an ongoing dialogue among research sponsors, research scientists, and 
service providers to inform these selection efforts and to disseminate evaluation 
results once they are available. 

In the interim, the committee offers several guiding principles to help inform 
the evaluation selection process. 

(1) An intervention should be mature enough to warrant evaluation. Evi- 
dence is needed, based on descriptive studies, that an existing intervention has 
been or has the capacity to be fully implemented and that it can attract and retain 
clients over an extended period. Prior to the conduct of a rigorous evaluation, 
preliminary research studies are necessary to provide an understanding of the 
flow and selection effects of participants and to identify variations that may exist 
in the intervention process as a result of time, client or contextual characteristics, 
or other factors. 

Program maturity does not imply that evaluations of effectiveness should be 
restricted to areas with a clear track record in the research literature; such a 
conservative tactic would unnecessarily slow the pace of service innovation and 
evaluation research. What is more important is that the intervention is able to 
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meet the preconditions for experimentation that are described in the other prin- 
ciples outlined below. 

(2) An intervention should be different enough from existing services that 
its critical components can be evaluated. Prior to the evaluation study, key 
aspects of usual care must be described so that the effects of the intervention can 
be measured. An appropriate comparison or control group should be similar in 
character to those who will receive the intervention but it should receive services 
that are measurably different. 

(3) Service providers should be willing to collaborate with the researchers 
and appropriate data should be accessible in the service records. Sufficient 
support for a sound evaluation effort from relevant service providers is essential 
to the execution of a rigorous evaluation. If service providers are unwilling to 
cooperate, or do not understand or support the importance of maintaining an 
independent study, they can seriously compromise the subject selection and as- 
signment process and create sources of bias within the study. If appropriate data 
are not accessible in the service records, service providers who wish to cooperate 
may not be able to provide the basic information necessary for the conduct of the 
study. 

(4) Satisfactory measurement processes should exist to assess client out- 
comes. The rationale for change embedded in the intervention should be clearly 
understood so that researchers can identify and observe the relevant domains in 
which results are likely to occur. Research measures that can assess these changes 
over time also need to be in place prior to the initiation of an evaluation, so that 
appropriate data can be collected and critical pathways can be explored in areas in 
which long-term results may not be easily obtained. 

(5) Adequate time and resources should be available to conduct a quality 
assessment. A funding source should be in place, prior to the initiation of an in- 
depth evaluation, that can provide stability and consistency for the study over the 
period of data collection and analysis. The analysis of long-term outcomes, in 
particular, requires extensive time, resources, and creative research management 
to examine whether the intervention has achieved enduring effects for a signifi- 
cant proportion of the client population. 

With these principles in mind, the committee has identified a set of interven- 
tions that are the focus of current policy attention and service innovation efforts 
but have not received significant attention from research. In the committee’s 
judgment, each of these nine interventions has reached a level of maturation and 
preliminary description in the research literature to justify their selection as strong 
candidates for future evaluation studies. 

Training for Service Providers and Law Enforcement Officials 

Training in basic educational programs and continuing education on all as- 
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pects of family violence has expanded for professionals in the health care, legal, 
and social service systems. Such efforts can be expected to enhance skills in 
identifying individual experiences with family violence, but improvements in 
training may improve other outcomes as well, including the patterns and timing 
of service interventions, the nature of interactions with victims of family vio- 
lence, linkage of service referrals, the quality of investigation and documentation 
for reported cases, and, ultimately, improved health and safety outcomes for 
victims and communities. 

Training programs alone may be insufficient to change professional behavior 
and service interventions unless they are accompanied by financial and human 
resources that emphasize the role of psychosocial issues and support the delivery 
of appropriate treatment, prevention, and referral services in different institu- 
tional and community settings. Evaluations of their effectiveness therefore need 
to consider the institutional culture and resource base that influence the imple- 
mentation of the training program and the abilities of service providers to apply 
their knowledge and skills in meeting the needs of their clients. 

Evaluation research is needed to assess the impact of training programs on 
counseling and referral practices and service delivery in health care, social ser- 
vice, and law enforcement settings. This research should include examination of 
the effects of training on the health and mental health status of those who receive 
services, including short- and long-term outcomes such as empowerment, free- 
dom from violence, recovery from trauma, and rebuilding of life. Evaluations 
should also examine the role of training programs as catalysts for innovative and 
collaborative services. They should consider the extent to which training pro- 
grams influence the behavior of agency personnel, including the interaction of 
service providers with professionals from other institutional settings, their par- 
ticipation in comprehensive community service programs, and the exposure of 
personal experiences in institutions charged with providing interventions for 
abuse. 



Universal Screening in Health Care Settings 

The significant role of health care and social service professionals in screen- 
ing for victimization by all forms of family violence deserves critical analysis and 
rigorous evaluation. Early detection of child maltreatment, spousal violence, and 
elder abuse is believed to lead to an infusion of treatment and preventive services 
that can reduce exposure to harm, mitigate the negative consequences of abuse 
and neglect, improve health outcomes, and reduce the need for future health 
services. Screening programs can also enhance primary prevention efforts by 
providing information, education, and awareness of resources in the community. 
The benefits associated with early detection need to be balanced against risks 
presented by false positives and false negatives associated with large-scale screen- 
ing efforts and programs characterized by inadequate staff training and responses. 
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Such efforts also need to consider whether appropriate treatment, protection, and 
support services are available for victims or offenders once they have been de- 
tected. 

The use of enhanced screening instruments also requires attention to the need 
for services that can respond effectively to the large caseloads generated by 
expanded detection activities. The child protective services literature suggests 
that increased reporting can diminish the capacity of agencies to respond effec- 
tively if additional resources are not available to support enhanced services as 
well as screening. 

The use of screening instruments in health care and social service settings for 
batterer identification and treatment is more problematic, given the lack of knowl- 
edge about factors that enhance or discourage their violent behavior. Screening 
only victims may be insufficient to provide a full picture of family violence; 
however, screening batterers may increase the danger for their victims, especially 
if batterer treatment interventions are not available or are not reliable in providing 
effective treatment and if support services are not available for victims once a 
perpetrator is identified. Screening adults for histories of childhood abuse, which 
may help prevent future victimization of the patient or others, may also be prob- 
lematic without adequate training or mental health services to deal with the 
possible resurgence of trauma. 

Evaluation studies of family violence screening efforts could build on the 
lessons derived from screening research in other health care areas (such as HIV 
detection, lead exposure, sickle cell, and others). This research could provide 
data that would support or contradict the theory that early identification is a 
useful secondary prevention intervention, especially in areas in which appropri- 
ate services may not be available or reliable. The cost issues associated with 
universal screening need to be considered in terms of their implications for sav- 
ings in possible cost reductions from consequent conditions (such as the health 
consequences of HIV infection, sexually transmitted diseases, unplanned preg- 
nancy, substance abuse, post-traumatic stress disorder, depression, and the exac- 
erbation of other medical conditions) that may occur in other health care areas. 
Finally, the risks associated with screening (such as the establishment of a preex- 
isting condition that may influence insurance eligibility) require consideration; 
such issues are already being addressed by some advocacy groups, insurance 
corporations, and regulatory bodies in the health care area. 

Mental Health and Counseling Services 

Little is known at present regarding the comparative effectiveness of differ- 
ent forms of therapeutic services for victims of family violence. Findings from 
recent studies of child physical and sexual abuse suggest that certain approaches 
(specifically cognitive-behavioral programs) are associated with more positive 
outcomes for parents, such as reducing aggressive/coercive behavior, compared 
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with family therapy and routine community mental health services. No treatment 
outcome studies have been conducted in the area of child neglect. Interventions 
in this field generally draw on approaches for dealing with other childhood and 
adolescent problems with similar symptom profiles. 

For domestic violence, research evaluations are in the early stages of design 
and empirical data are not yet available to guide analyses of the effectiveness of 
different approaches. Major challenges include the absence of agreement regard- 
ing key psychosocial outcomes of interest in assessing the effectiveness of inter- 
ventions, variations in the use of treatment protocols designed for post-traumatic 
stress for individuals who may still be experiencing traumatic situations, tensions 
between protocol-driven models of treatment (which are easier to evaluate) and 
those that are driven by the needs of the client or the context in which the violence 
occurred, the co-occurrence of trauma and other problems (such as prior victim- 
ization, depression, substance abuse, and anxiety disorders) that may have pre- 
ceded the violence but require mental health services, and the difficulty of involv- 
ing victims in follow-up studies after the completion of treatment. Variations in 
the context in which mental health services are provided for victims of domestic 
violence (such as isolated services, managed care programs, and services that are 
incorporated into an array of social support programs, including housing and job 
counseling) also require attention. Topics of special interest include contextual 
issues, such as the general lack of access to quality mental health services for 
women without sufficient independent income, and the danger of psychiatric 
diagnoses being used against battered women in child custody cases. 

Collaborative efforts are needed to provide opportunities for the exchange of 
methodology, research measures, and designs to foster the development of con- 
trolled studies that can compare the results of innovative treatment approaches 
with routine counseling programs in community services. 

Comprehensive Community Initiatives 

Evaluations of batterer treatment programs, protective orders, and arrest 
policies suggest that the role of these individual interventions may be enhanced if 
they are part of a broad-based strategy to address family violence. The develop- 
ment of comprehensive, community-based interventions has become extremely 
widespread in the 1990s; examples include domestic violence coordinating coun- 
cils, child advocacy centers, and elder abuse task forces. A few communities 
(most notably Duluth, Minnesota, and Quincy, Massachusetts) have developed 
systemwide strategies to coordinate their law enforcement and other service re- 
sponses to domestic violence. 

Comprehensive community-based interventions must confront difficult chal- 
lenges, both in the design and implementation of such services, and in the selec- 
tion of appropriate measures to assess their effectiveness. Many evaluations of 
comprehensive community-based interventions have focused primarily on the 
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design and implementation process, to determine whether an individual program 
had incorporated sufficient range and diversity among formal and informal net- 
works so that it can achieve a significant impact in the community. This type of 
process evaluation does not necessarily require new methods of assessment or 
analysis, although it can benefit from recent developments in the evaluation 
literature, such as the empowerment evaluations discussed in Chapter 3. 

In contrast, the evaluation challenges that emerge from large-scale commu- 
nity-based efforts are formidable. First, it may be difficult to determine when an 
intervention has reached an appropriate stage of implementation to warrant a 
rigorous assessment of its effects. Second, the implementation of a community- 
wide intervention may be accompanied by a widespread social movement against 
family violence, so that it becomes difficult to distinguish the effects of the 
intervention itself from the impact of changing cultural and social norms that 
influence behavior. In some cases, the effects attributed to the intervention may 
appear weak, because they are overwhelmed by the impact of the social move- 
ment itself. Third, the selection of an appropriate comparison or control group 
for community-wide interventions presents formidable problems in terms of 
matching social and structural characteristics and compensating for community- 
to-community variation in record keeping. 

These challenges require close attention to the emerging knowledge associ- 
ated with the evaluation of comprehensive community-wide interventions in ar- 
eas unrelated to family violence, so that important design, theory, and measure- 
ment insights can be applied to the special needs of programs focused on child 
maltreatment, domestic violence, and elder abuse. Although no single model of 
service integration, comprehensive services, or community change can be en- 
dorsed at this time, a range of interesting community service designs has emerged 
that have achieved widespread popularity and support at the local level. Because 
their primary focus is often on prevention, rather than treatment, comprehensive 
community interventions have the potential to achieve change across multiple 
levels of interactions affecting individuals, families, communities, and social 
norms and thus reduce the scope and severity of family violence as well as 
contribute to remedies to other important social problems. 

A growing research literature has appeared in other fields, particularly in the 
area of substance abuse and community development, that identifies the concep- 
tual frameworks, data collection, and methodological issues that need to be con- 
sidered in designing evaluation studies for community-based and systemwide 
interventions. As an example, the Center for Substance Abuse Prevention in the 
federal Substance Abuse and Mental Health Services Administration has funded 
a series of studies designed to improve methodologies for the evaluation of 
community-based substance abuse prevention programs that offer important 
building blocks for the field of family violence interventions. 

Developing effective evaluation strategies for comprehensive and system- 
wide programs is one of the most challenging issues for the research community 
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in this field. No evaluations have been conducted to date to examine the relative 
advantages of comprehensive and systemwide community initiatives compared 
with traditional services. Evaluations need to consider the mix of components in 
comprehensive interventions that determine their effectiveness and successful 
implementation; the comparative strengths and limitations of inter- and intra- 
agency interventions; community factors, such as political leadership, historical 
tensions, diversity of ethnic/cultural composition, and resource allocation strate- 
gies; and the impact of comprehensive interventions on the capacity of service 
agencies to provide traditional care and effective responses to reports of family 
violence. 



Shelter Programs and Other Domestic Violence Services 

Over time, most battered women’s shelters have expanded their services to 
encompass far more than the provision of refuge. Today, many shelters have 
support groups for women residents, support groups for child residents, emer- 
gency and transitional housing, and legal and welfare advocacy. Nonresidential 
services also have expanded, so that any battered woman in the community is 
able to attend a support group or request advocacy services. Many agencies now 
offer educational groups for men who batter, as well as programs dealing with 
dating violence. Some communities have never opened a shelter yet are able to 
offer support groups, advocacy, crisis intervention, and safe homes (neighbors 
sheltering a neighbor, for example) to help battered women and their families in 
times of crisis. In addition to providing services for victims, the battered women 
service organizations also define their goal as transforming the conditions and 
norms that support violence against women. Thus these organizations work as 
agents of social change in their communities to improve the community-wide 
response to battered women and their children. 

Shelter services and battered women’s support organizations are ready for 
evaluations that can identify program outcomes and compare the effectiveness of 
different service interventions. Research studies are also needed that can de- 
scribe the multiple goals and theories that shape the program objectives of these 
interventions, provide detailed histories of the ways in which different service 
systems have been implemented, and examine the characteristics of the women 
who do or do not use or benefit from them. 



Protective Orders 

Protective orders can be an important part of the prevention strategy for 
domestic violence and help document the record of assaults and threatening 
actions. The low priority traditionally assigned to the handling of protective 
orders, which are usually treated as civil matters in police agencies, requires 
attention, as do the procedural requirements of the legal system. Courts have 
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accepted alternative forms of due process, including public notice, notice by 
mail, and other forms of notification that do not require personal contact. Efforts 
are needed now to compare the effectiveness of short-term (30-day) restraining 
orders with a longer (1-year) protective order in reducing violent behavior by 
offenders and securing access to legal and support services for the complainants. 

In-depth case studies and interviews with victims who have had police and 
court contacts because of domestic violence are needed to highlight individual, 
social, and institutional factors that facilitate or inhibit victim use of and perpetra- 
tor compliance with protective orders in different community settings. Such 
studies could (1) reveal patterns of help-seeking contacts and services that affect 
the use of protective orders and compliance with their requirements, (2) highlight 
the forms of sanctions that are appropriate to ensure compliance and to deter 
future violent behavior, (3) explore the extent to which the effects of protective 
orders are enhanced in reducing violence if victim advocates, shelter services, or 
other social support resources are available and are used by the victim in redefin- 
ing the terms of her relationship with her partner, and (4) examine the extent to 
which protective orders can mitigate the consequences of violence for children 
who may have been assaulted or who may have witnessed an assault against their 
mother. 



The emergence of child fatality review teams in 21 states since 1978 repre- 
sents an innovative effort in many communities to address systemwide implica- 
tions of severe violence against children and infants. Child fatality review teams 
involve a multiagency effort to compile and integrate information about child 
deaths and to review and evaluate the record of caseworkers and agencies in 
providing services to these children when a report of abuse or neglect had been 
made prior to a child’s death. These review teams can provide an opportunity to 
examine the quality of a community’s total approach to child abuse and neglect 
prevention and treatment. 

The experience of child fatality review teams in identifying systemic fea- 
tures that enhance or weaken agency efforts to protect children needs to be 
evaluated and made accessible to individual service providers in health, legal, 
and social service agencies. Key research issues include: the effect of review 
team actions on the protection of family members of children who have died as a 
result of child maltreatment; the impact of child fatality review reports on the 
prosecution of offenders; the influence of review team efforts on the routine 
investigation, treatment, and prevention activities of participating agencies; the 
impact of review teams on other community child protection and domestic vio- 
lence prevention efforts; and the identification of early warning signals that 
emerge in child homicide investigations that represent opportunities for preven- 
tive interventions. 
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Child Witness to Violence Programs 

Child witness programs represent an important development in the evolution 
of comprehensive approaches to family violence, but they have not yet been 
evaluated. Evaluation studies of these programs should examine the experience 
with symptomatology among children who witness family violence, to determine 
whether and for whom early intervention influences the course of development of 
social and mental health consequences, such as depression, anxiety, emotional 
detachment, aggression and violence, and post-traumatic stress symptoms. Such 
studies could also compare variations in the developmental histories of children 
who witness violence with those of children who are injured or otherwise are 
directly victimized by their parents or who witness violence in their communities. 
Evaluation studies should consider the recommended forms of treatment for these 
children, the standards of eligibility that determine their placement in treatment 
programs, and the impact of institutional setting (hospital, shelter, or social 
service agency) and reimbursement plans on the quality of the treatment. 



Elder Abuse Services 

Only seven program evaluation studies have been published on elder abuse 
interventions, none of which includes random groups and most of which involve 
small sample sizes. Three major issues challenge effective interventions in this 
area: the degree of dependence between perpetrators and victims, restricted 

social services budgets, general public distrust of social welfare programs, and 
the relationship between judgments about competence and the application of the 
principles of self-determination and privacy to the problem of elder abuse. 

Evaluation studies should consider the different types and multiple dimen- 
sions of elder abuse in the development of effective interventions. The benefits 
of specific programs need to be compared with integrated service systems that are 
designed to foster the well-being of the elderly population without regard to 
special circumstances. Evaluation research should be integrated into community 
service programs and agency efforts on behalf of elderly persons to foster studies 
that involve the use of comparison and control groups, common measures, and 
the assessment of outcomes associated with different forms of service interven- 
tions. 



TOPICS FOR BASIC RESEARCH 

The committee identified four basic research topics that require further de- 
velopment to inform policy and practice. These topics raise fundamental ques- 
tions about the approaches that should be used in designing treatment, preven- 
tion, and enforcement strategies. As such, they highlight important dimensions 
of family violence that should be addressed in a research agenda for the field. 
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1. Cross-problem research. Richer knowledge of the complex origins and 
ramifications of family violence has called attention to the need for research that 
can examine ways in which family violence contributes to, and is influenced by, 
health and other social problems. Substance abuse and alcoholism are prime 
candidates for initiating cross-issue research in family violence studies. The co- 
occurrence of family violence and substance abuse or alcoholism has been docu- 
mented in public health and social work research, and some communities have 
taken steps to integrate components of substance abuse treatment and domestic 
violence prevention programs. 

Other candidates are the links between family violence and community vio- 
lence, which warrant study given growing interest in community-based ap- 
proaches to injury control and prevention, and pressing questions regarding the 
interactive effects on children and adults of exposure to violence both inside and 
outside the home. Research on mental disorders is another opportunity for cross- 
problem studies that could integrate research on family violence with studies of 
depression, stress disorders, suicide, antisocial conduct, and related problems. 

This research needs to explore critical issues such as the forms and sequence 
of overlap between family violence and associated problems and disorders; the 
existence of common pathways that lead to the occurrence of multiple problems 
and the implications of this research for prevention and treatment; the processes 
by which the existence of co-occurring problems influence the outcomes and 
consequences of family violence; and the impact of cultural and social settings 
that mediate the experience and impact of abuse, service utilization, and out- 
comes of interventions. 

2. Studies of family dynamics and processes. Children who are victimized 
by witnessing family violence have only recently been the subject of research. 
Although this literature has identified a range of consequences, it has also re- 
vealed that many children exposed to violence do not develop marked problems. 
This relatively young area of research has the potential to take the family as the 
unit of analysis and integrate the largely separate strands of research on child 
maltreatment, domestic violence, and elder abuse. For this reason, the committee 
strongly urges that this line of research be continued in a fashion that cuts across 
these areas of study. 

One productive next step would be to broaden theoretical frameworks for 
studying how children are brought into violent adult interactions in families and 
how they cope with and interpret violence in their homes. From the adult per- 
spective, for example, how often are children the “reason why” parents fight and 
in what ways does this situation exacerbate the effects on children who are 
exposed to violence? How often do children perceive themselves to be the cause 
of marital conflict and violence? 

Another useful approach would be an examination of the links between 
family formation and development and the onset and intensification of family 
violence, looking specifically at stressful stages of family life, such as pregnancy, 
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birth, infancy, and adolescence. Other issues linked to family formation include 
the use of corporal punishment in child discipline, gender roles, privacy, and 
strategies for resolving conflict among adults or siblings. 

A third approach would be studies to discern the protective factors inside and 
outside families that enable some children who are exposed to violence to not 
only survive but also to develop coping mechanisms that serve them well later in 
life. This analysis would have widespread implications for assessing the impact 
of biological and experiential factors in specific domains, such as fear, anxiety, 
self-blame, identity formation, helplessness, and help-seeking behaviors. Such 
research could also identify abuse-related coping strategies (such as excessive 
distrust of or overdependence on others) that may contribute to other problems 
that emerge in the course of adolescent and adult development. 

3. Cost analysis and service system studies. The economic and social costs 
of family violence remain virtually undocumented. Cost analysis studies are 
needed that can distinguish between direct and indirect service costs; the impact 
of family violence on its victims and offenders; cost implications for health, 
social service, and law enforcement agencies and community programs; the costs 
and benefits associated with integrated service records and more comprehensive 
record management, especially in managed care settings; the extent to which 
episodes and histories of violence can be tracked within families or across gen- 
erations; and the relationships between the need or demand for services and the 
available supply in specific communities. These economic and social indicators 
will become increasingly important with the enhanced use of performance mea- 
sures by health care, public health, and social service agencies. 

Programmatic research is needed that can identify whether certain character- 
istics of selected family violence treatment and prevention interventions (such as 
the mixture, scope, and intensity of services; the philosophy and training of 
service providers; and levels of institutional support) are related to improved 
outcomes for particular groups of clients. The effectiveness of family support 
services (including intensive family preservation and home visitation services) 
for reducing child and elder maltreatment needs to be studied through the devel- 
opment and critical assessment of models (1) to determine program goals that can 
be converted to interim and long-term operational measures (especially in the 
domains of family cooperation and receptivity to services), (2) to examine mul- 
tiple program outcomes, such as attitudinal changes, improvements in family 
functioning, environmental issues related to housing and safety, child well-being, 
and consumer satisfaction, rather than focusing solely on program-specific goals, 
such as rates of placement or maltreatment, and (3) to clarify program compo- 
nents that appear to contribute directly to positive outcomes and require attention 
in future certification standards. The advantages and limitations of targeted 
interventions need to be compared with integrated service systems, especially in 
dealing with specific age groups and populations (such as the elderly, adoles- 
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cents, first-time parents, victims and offenders who have substance abuse histo- 
ries, etc.) 

4. Social setting issues. In numerous family violence interventions, key 
social setting issues arise that warrant study because of their implications for the 
design of treatment, support, prevention, and law enforcement strategies. These 
issues include ways in which the mandatory or voluntary character of reporting 
and treatment systems influences service provider behavior and institutional prac- 
tices; conditions and factors in the criminal justice system that foster deterrence, 
especially among individuals who have a history of violent behavior and who 
have little stake in social conformity; psychological, social, and institutional 
factors that facilitate or inhibit victim use of and perpetrator compliance with 
protective orders, treatment programs, mental health services, and other interven- 
tions in different community settings; classification of groups of offenders that 
can distinguish offenders who use violence only against certain family members 
from those who pose a general threat to others inside and outside their family; and 
behavioral or cognitive processes associated with “natural improvements” or 
“spontaneous change” (without intervention) in comparison populations of of- 
fenders and victims in the different areas of family violence. 



FORGING PARTNERSHIPS BETWEEN 
RESEARCH AND PRACTICE 

Although it is premature to expect research to offer definitive answers about 
the relative effectiveness of the array of current service and enforcement strate- 
gies, the committee sees valuable opportunities that now exist to accelerate the 
rate by which service providers can identify the types of individuals, families, 
and communities that may benefit from certain types or combinations of service 
and enforcement interventions. Major challenges must be addressed, however, to 
improve the overall quality of the evaluations of family violence interventions 
and to provide a research base that can inform policy and practice. These chal- 
lenges include issues of study design and methodology as well as logistical 
concerns that must be resolved in order to conduct research in open service 
systems where the research investigator is not able to control factors that may 
weaken the study design and influence its outcome. The resolution of these 
challenges will require collaborative partnerships between researchers, service 
providers, and policy makers to generate common approaches and data sources. 

The integration of research and practice in the field of family violence, as in 
many other areas of human services, has occurred on a haphazard basis. As a 
result, program sponsors, service providers, clients, victims, researchers, and 
community representatives have not been able to learn in a systematic manner 
from the diverse experiences of both large and small programs. Mayors, judges, 
police officers, caseworkers, child and victim advocates, health professionals, 
and others must make life-or-death decisions each day in the face of tremendous 
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uncertainty, often relying on conflicting reports, anecdotal data, and inconsistent 
information in judging the effectiveness of specific interventions. 

The development of creative partnerships between the research and practice 
communities would greatly improve the targeting of limited resources to specific 
clients who can benefit most from a particular type of intervention. Yet signifi- 
cant barriers inhibit the development of such partnerships, including disagree- 
ments about the nature and origins of family violence, broad variations in the 
conceptual frameworks that guide service delivery, differences over the relative 
merits of service and research, a lack of faith in the ability of research to inform 
and improve services, a lack of trust in the ability of service providers to inform 
the design of research experiments and the formation of theoretical frameworks, 
and concerns about fairness and safety in including victims and offenders in 
experimental treatment groups. These fundamental differences obscure identifi- 
cation of outcomes of interest in the development of evaluation studies, which are 
further complicated by limitations in study design and access to appropriate 
subjects that are necessary for the conduct of research. 

Even if greater levels of trust fostered more interaction between the research 
community and service providers, collaborative efforts would be challenged by 
factors such as the lack of funding for empirical studies, the availability of limited 
resources to support studies over appropriate time frames, and the social and 
economic characteristics of some of the populations served by family violence 
interventions that make them difficult to follow over extended periods of time 
(chaotic households, high mobility of the client population, concerns for safety, 
lack of telephones and permanent residences, etc.). 

Service providers and program sponsors have often been skeptical of efforts 
to evaluate the impact of a selected intervention, knowing that critical or prema- 
ture assessments could jeopardize the program’s future and restrict future oppor- 
tunities for service delivery. Service providers have also been less than enthusi- 
astic in seeking program evaluations, knowing that the programs to be evaluated 
have been underfunded and are understaffed and present a less than ideal situa- 
tion; in their view, the assessment may diminish future resources and affect the 
development of a particular strategy or programmatic approach. The tremendous 
demand for services and the limited availability of staff resources create a pres- 
sured environment in which the staff time involved in filling out forms for re- 
search purposes is seen as being sacrificed from time that might be used to serve 
people in need. In some cases, research funds support demonstration programs 
that are highly valued by a community, yet few resources are available to support 
them once the research phase has been completed. 

Researchers and service providers need to resolve the programmatic tensions 
that have sometimes surfaced in contentious debates over the type of services that 
should be put into place in addressing problems of family violence. The mistrust 
and skepticism present major challenges that need to resolved before the techni- 
cal challenges to effective evaluations can be addressed. A reformulation of the 
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research process is needed so that, while building a long-term capacity to focus 
on complex issues and conduct rigorous studies, researchers can also provide 
useful information to service providers. 

The committee has identified three major principles to help integrate re- 
search and practice in the field of family violence interventions: 

• Evaluation should be an integral part of any major intervention, 
particularly those that are designed to be replicated in multiple communi- 
ties. Interventions have often been put into place without a research base to 
support them or rigorous evaluation efforts to guide their development. Evalua- 
tion research based on theoretical models is needed to link program goals and 
operational objectives with multiple program components and outcomes. Inten- 
sive marketing and praise for a particular intervention or program should no 
longer be a substitute for empirical data in determining the effectiveness of 
programs that are intended to be replicated in multiple sites. 

® Coordinating policy, program, and research agendas will improve 
family violence interventions. Evaluation research will help program sponsors 
and managers clarify program goals and experience and identify areas in need of 
attention because of the difficulties of implementation, the use of resources, and 
changes in the client base. Research and data-based analysis can guide ongoing 
program and policy efforts if evaluation studies are integrated into the design and 
development of interventions. The knowledge base can be improved by (1) 
framing key hypotheses that can be tested by existing or new services, (2) build- 
ing statistical models to explore the system-wide effects of selected interventions 
and compare these effects with the consequences of collaborative and compre- 
hensive approaches, (3) using common definitions and measures to facilitate 
comparisons across individual studies, (4) using appropriate comparison and 
control groups in evaluation studies, including random assignment, when pos- 
sible, (5) developing culturally sensitive research designs and measures, (6) iden- 
tifying relevant outcomes in the assessment of selected interventions, and (7) 
developing alternative designs when traditional design methodology cannot be 
used for legal, ethical, or practical reasons. 

° Surmounting existing barriers to collaboration between research and 
practice communities requires policy incentives and leadership to foster part- 
nership efforts. Many interventions are not evaluated because of limited funds, 
because the individuals involved in service delivery consider research to be pe- 
ripheral to the needs of their clients, because the researchers are disinterested in 
studying the complexity of service delivery systems and the impact of violence in 
clients’ lives, or because research methods are not yet available to assess out- 
comes that result from the complex interaction of multiple systems. This situa- 
tion will continue until program sponsors and policy officials exercise leadership 
to build partnerships between the research and practice communities and to pro- 
vide funds for rigorous evaluations in the development of service and law en- 
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forcement interventions. Additional steps are required to foster a more construc- 
tive dialogue and partnership between the research and practice communities. 

Partnership efforts are also needed to focus research attention on the particu- 
lar implementation of an individual program rather than the strategy behind the 
program design. Promising intervention strategies may be discarded prematurely 
because of special circumstances that obstructed full implementation of the pro- 
gram. Conversely, programs that offer only limited effectiveness may appear to 
be successful on the basis of evaluation studies that did not consider the signifi- 
cant points of vulnerability and limitations in the service design or offer a com- 
parative analysis with the benefits to be derived from routine services. 

The establishment and documentation of a series of consensus confer- 
ences on relevant outcomes, and appropriate measurement tools, will 
strengthen and enhance evaluations of family violence interventions and 
lead to improvements in the design of programs, interventions, and strate- 
gies. Many opportunities currently exist for research to inform the design and 
assessment of treatment and prevention interventions. In addition, service pro- 
viders can help guide researchers in the identification of appropriate domains in 
which program effects may occur but are currently not being examined. Ongoing 
dialogues can guide the identification and development of instruments and meth- 
ods that can capture the density and distribution of relevant effects that are not 
well understood. The organization of a series of consensus conferences by spon- 
sors in public and private agencies that are concerned with the future quality of 
family violence interventions would be an important contribution to the develop- 
ment of this field. 
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Site Visit Resources 



The following individuals and organizations provided resource materials and 
shared their expertise with the committee and staff members during a series of 
site visits conducted from January to May 1996 in the cities of Boston, Dallas, 
Miami, New York, and Seattle. We gratefully acknowledge their assistance. 



Boston 

Doreen Spence, Social Worker, Elder Abuse Assessment Team 
Lisa Gary, Director, Safe Transitions 
Beth Israel Hospital 

Captain Robert Dunford, Boston Police Department 

Patricia Cullen, Project Director 
Michele Pouget-Drum, Project Director 
Debra Robbin, Project Director 
Kimberly Smith-Cofield, Executive Director 
Casa Myrna Vazquez, Inc., Boston 

Maggie Costa, Teacher 

Sister Marie Morris, Counselor 

Cathedral Grammar School, Boston 
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Betty Singer, Director 

Child Protection Team, Children’s Hospital, Boston 

Carmen Del Rosario, Advocate 

Debra Drumm, Advocate 

Cyntia Lugo, Advocate 

Tina Nappi, Advocate 

Karen Patykewich, Advocate 

Jennifer Robertson, Director 

Graciela Valencia, Advocate 

Project Awake, Children’s Hospital, Boston 

Betsy Groves, Director 

Judy Hunt, Social Worker 

Steven Parker, Pediatrician 

Barry Zuckerman, Chief of Pediatrics 

Child Witness to Violence Project, Boston 

Joyce Collier, Therapist 
Robb Johnson, Victim Advocate 

Victim Recovery Program, Fenway Community Health Center, Boston 

Suzin Bartley, Executive Director 

The Massachusetts Children’s Trust Fund, Boston 

Beth Leventhal 

Network for Battered Lesbians, Boston 
Andy Klein, Chief Probation Officer 

Quincy Court Model Domestic Violence Program, Quincy, MA 
Curt Rogers 

Support Services for Gay Male Victims of Violence, Cambridge 
Dallas 

Commissioner Mike Cantrell 
Tracy Enna 

Commissioner’s Court, Dallas 
Cindy Dyer 

The Honorable Marshall Gandy 
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Vicki Isaacks, Assistant District Attorney 
Jeanette Lafontaine, Victim Advocate 
Anita Kinne, Victim Witness Unit, Kids in Court 
Frank Crowley Court House, Dallas 

Claudia Byrnes, Executive Director 
Betsy Myers 
Fred Rich 

Dallas Children’s Advocacy Center 

M.R. Price, Assistant Chief of Police 
W.R. Rollins, Executive Assistant Chief of Police 
Dorothy Scott, Youth and Family Crimes Bureau 
Judith Stewart, Youth and Family Crimes Bureau 
Sergeant Ches Williams, Youth and Family Crimes Bureau 
Dallas Police Department 

Veletta Forsyth-Lill 
Sherry Lundberg 
Diane McGauley, Director 
Sharon Obregon 
The Family Place, Dallas 

Jan Langbein 
Genesis Shelter, Dallas 

Virginia Patrizi 

Legal Services of North Texas, Dallas 

Joan Holland, Adult Protective Services 
Joellen Goff, Lead Program Director 
Diane Kellor, Child Protective Services 

Texas Department of Protective and Regulatory Services, Dallas 

Miami 

David McGriff, Director 
Connie McNellis, Supervisor 
Advocate Program, Miami 

The Honorable Linda Dakis 
The Honorable Joseph Farina 
The Honorable Amy Karan 
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The Honorable Lester Langer 
The Honorable Mark King Leban 

Dade County Domestic Violence Court, Eleventh Judicial Circuit, Miami 

Lauren Lazarus, Assistant Director 

Ivon Mesa, Assistant Director 

Domestic Violence Court Operations, Miami 

Robert Morgan, Director 

Mailman Center for Child Development, Miami 

Joan Farr, Program Director 
Family and Victim Services 

Metro-Dade Department of Human Resources, Office of Human Development, 
Miami 

Joyce Henry, Director 
Inn Transition, North Miami 

New York 

Tracy Schneider, Associate Executive Director 
North Central Bronx Hospital, Bronx, NY 

Rea Stein, Deputy Borough Director 
Administration for Children’s Services, Brooklyn, NY 

Vanessa Amato, Director 

Social Work Services, Coney Island Hospital, Brooklyn, NY 
Rhonnie Jaus 

Sex Crime and Special Victims Bureau, Kings County District Attorney’s 
Office, Brooklyn, NY 

Pat Henry, Mayor’s Office of the Criminal Justice Coordinator, Brooklyn, NY 

Carol Anderson, Domestic Violence/Rape Crisis Advocate, New York 

Frances Gautieri, Director of Social Work 
Margot Williams, Domestic Violence Coordinator 
Bellevue Hospital Center, New York 



SITE VISIT RESOURCES 



363 



Susan Xenarios 

Crime Victims Treatment Center, New York 
Cecile Noel 

Health and Hospitals Corporation, New York 

Susan Urban, Acting Assistant Deputy Commissioner, 

HRA- Crisis Programs, New York 

Barbara Blackman, Domestic Violence Unit 
John Lawson, Domestic Violence Unit 
Lewis Caniglia, Special Operations Officer 
24th Precinct, New York Police Department 

Susan Morley, Special Victims Liaison Unit 
New York Police Department 

Susan Wilt, Director of Epidemiology and Surveillance 
New York City Department of Health 

Stacey Donegan, Emergency Medicine Resident 

Steven Lynn, Director, Department of Emergency Medicine 

Suzanne Pavel, Clinical Specialist 

Roberto Robinson, Administrative Manager 

Jane Seskin 

Roosevelt Hospital, New York 

Judith Urrutia, Social Work Department 

Gregg Husk, Director, Department of Emergency Medicine 

Doriane Mercado, Clinical Coordinator 

Fernando Miranda, Administrative Manager 

Barbara O’Neill, Corporate Administrator, Department of Emergency Medicine 
Ana Rodriguez, Domestic Violence Advocate 
St. Luke’s Hospital, New York 

Frances Anastasi, Director, Domestic Violence Housing 

Lucy Friedman, Executive Director 

Maureen Geoglis, Deputy Director of Police Programs 

Violet Hawkins, Director, Domestic Violence Division 

Chris O’Sullivan, Senior Research Associate 

Lisanne Rogers, Volunteer Attorney, Westside Office Legal Project 

Lorraine Shimoler, Unit Coordinator, Domestic Violence Prevention Project 

Ed Stubbing, Director, Police Programs 
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Kim Susser, Staff Attorney 

Julie Domonkos, Legal Project Director, Westside Community Office 
Janet Loflin Lee, Westside Community Office 
Jane Barker, Director, Brooklyn Child Advocacy Center 
Victim Services, Inc., New York 

Seattle 

Tamara Brown, Emergency Assistance, Alternative Response System 
Gail Dubin, Chief of Staff, Alternative Response System 
Irene Eckfeldt, Social Worker/Case Manager, Alternative Response System 
Cathy Peters, Regional Director, South King County 
Barbara Phalen, Public Health Nurse/Case Manager, Alternative Response 
System 

Alice Probert, Program Manager, Alternative Response System 
Ann Shirk, Emergency Assistance, Alternative Response System 
Amy Vince-Cruz, Public Health Nurse/Case Manager, Alternative Response 
System 

Susan Williams, Social Worker Case Manager, Alternative Response System 
Catholic Community Services, Kent, WA 

Patrick Gogerty, Executive Director 

Marlene Carter, Program Director, Patrick Grogerty Branch 
Sharon Cryan, Case Manager, Patrick Grogerty Branch 
Deloris Culcleasure, Program Supervisor, Patrick Grogerty Branch 
Margaret Kennedy, Associate Director, Patrick Grogerty Branch 
Beth Nordstrom, Case Manager, Patrick Grogerty Branch 
Carol Opoku, Case Manager, Patrick Grogerty Branch 
Stacey Walters, Case Manager, Patrick Grogerty Branch 
Beth Larson, Case Manager, Eli Creekmore Branch 
Nell Robinson, Case Manager, Eli Creekmore Branch 
Debra Ronnholm, Program Director, Eli Creekmore Branch 
Stephanie Szot, Case Manager, Eli Creekmore Branch 
Childhaven, Seattle 

Debbie Allen, Chief, Domestic Violence Unit 
Nate Janes, Special Assault Unit 
Mark Kampf, Special Assault Unit 
Rose Me Mann, Special Assault Unit 
Michelle Mullendorf, Special Assault Unit 
Seattle Police Department 
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Ken Patis, Supervisor 

Child Protective Services, Washington State Department of Children and 
Families Services, Kent, WA 

Patrick Noon 

King County Juvenile Court, Seattle 
April Gerlock, Coordinator 

Domestic Violence Program, American Lake Division, VA Puget Sound Health 
Care System, Tacoma, WA 

Anne Ganley, Director 

Batterer Treatment Program, Department of Veterans’ Affairs, Medical Center, 
Seattle 
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PATRICIA A. KING (Chair) is the Carmack Waterhouse professor of law, 
medicine, ethics, and public policy at the Georgetown University Law Center. 
She is a senior research fellow with the Kennedy Institute of Ethics. She has 
served on several committees of the National Research Council (NRC) and the 
Institute of Medicine (IOM), including the Commission on Behavioral and Social 
Sciences and Education (1992-1995), the IOM Committee to Study the Social 
and Ethical Impact of Biomedicine (1992-1994), the IOM Committee on Assess- 
ing Genetic Risks (1991-1993), and the IOM Board on Health and Science Policy 
(1989-1994). King has served as deputy assistant attorney general, Civil Divi- 
sion, of the U.S. Department of Justice; on the faculty of the University of 
Michigan at Ann Arbor; and as deputy director of the Office of Civil Rights, U.S. 
Department of Health, Education, and Welfare. She has a J.D. from Harvard Law 
School and a B.A. from Wheaton College. 

JACQUELYN C. CAMPBELL is the Anna D. Wolf endowed professor at the 
Johns Hopkins University School of Nursing. She was formerly a member of the 
faculty of Wayne State University and served as a support group facilitator and 
counselor at several shelters for battered women in Detroit and in New York. 
Campbell has also been a child and adolescent therapist, a LaMaze instructor, a 
pediatric nurse, and a high school nurse. She has received awards from the 
University of Rochester School of Nursing, the Midwest Nursing Research Soci- 
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Kellogg National Leadership Fellowship, Wayne State University, the American 
Academy of Nursing, and Duke University. Campbell was one of six nurse 
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Researchers “CAMEO” video series. She has a Ph.D. from the University of 
Rochester School of Nursing and a B.S.N. from the Duke University School of 
Nursing. 

ROSEMARY CHALK ( Study Director) is the deputy director of the Board on 
Children, Youth, and Families of the National Research Council and the Institute 
of Medicine. She is directing other studies and project initiatives focused on 
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from the University of Cincinnati. 
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restraining orders and, 174 
deterrence, 172, 175-177, 181, 188-189, 
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226-227, 228, 230, 232, 238, 306-307 
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111, 217-219, 234-235, 246, 247, 274- 
275, 312, 313 

intergenerational impacts, 18, 46-47, 

178, 217-220 
resilient children, 219 
domestic violence, 45, 224, 229-230, 256- 
259 

battered child/wife syndromes, 37-38 
“battered woman” defense, 172 
elderly persons, competence, 186, 187, 231, 
281 

victims, general, 48, 49, 95 
Methodological issues, 14-16, 18, 66-77, 290, 
291, 293, 304-305, 317 
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elder abuse, 1 15, 291 
gender factors, 207 

health care interventions, general, 207, 208- 
211 

secondary, 292-293 
types of, 24-27, 51 

see also Deterrence; Family preservation 
services; Home visitation; Offender- 
oriented interventions; Punishment; 
Recidivism 

Privacy and confidentiality, 6, 88, 274, 282- 
283, 295 

domestic violence, 224 
elder abuse, 186 

Problem identification and screening, 4-6, 9, 
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